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INTRODUCTION. 


The  Gynecological  literature  of  the  past  year  shows 
two  notable  tendencies:  First,  it  contains  both  in  the 
theoretical  and  practical  subjects  a  larger  proportion  than 
usual  of  good  material  from  American  sources.  Second, 
the  Continental  journals,  especially  in  research  work 
under  the  heading  of  Gynecological  literature  contain 
much  that  might  be  classed  as  purely  obstetrical  matter. 

One  of  the  editors  has  added  to  the  abstracts  from  the 
current  literature  a  number  of  short  illustrated  papers  on 
practical  subjects. 

We  shall  feel  justified  in  putting  forth  this  volume  if  it 
receives  anything  like  the  favorable  reception  which  our 
previous  volumes  have  called  forth. 


The  Editors. 
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GYNECOLOGY. 


PART  I. 

GENERAL  PRINCIPLES. 

The  Vaginal  Secretion. 

Germicide  in  the  Vaginal  Secretion,  The  importance 
of  trimethylamin  as  found  in  the  secretions  of  the  female 
genital  organs  has  been  made  the  subject  of  research  by 
B.  W.  Michin.1  This  author  made  154  quantitative  obser¬ 
vations  upon  patients  with  diseases  of  the  uterus  and 
adnexa,  pregnant  women  during  labor,  in  the  puerperium, 
in  the  climacteric,  after  operation  and  in  the  completely 
normal  condition. 

Under  normal  conditions  and  in  nursing  women,  Michin 
found  anywhere  from  0.07  to  0.72  per  cent  of  trimethy¬ 
lamin  in  the  vaginal  secretions.  The  variations  in  both 
normal  and  abnormal  conditions  are  due  to  age,  general 
condition  and  the  character  of  the  disorder. 

In  acute  diseases  of  the  genital  organs  accompanied  by 
increased  blood  flow,  the  amount  of  trimethylamin  is  much 
increased.  In  chronic  diseases  after  the  irritative  period 
is  passed  there  is  a  decrease.  In  premature  menopause 
and  all  exhausting  diseases  the  quantity  is  lessened.  In 
under-development  of  the  genitalia  the  amount  is  consid¬ 
erably  less  In  quickly  growing  tumors  which  cause  genital 
hemorrhage,  the  amount  of  trimethylamin  is  increased 
despite  general  anemia.  If,  however,  the  tumor  calls  forth 
no  irritative  symptoms,  the  amount  decreases. 

Michin  undertook  to  investigate  the  influence  of  tri¬ 
methylamin  upon  an  extensive  series  of  micro-organisms. 
As  the  result  of  his  observations  this  author  concludes 


(1)  Translation  from  the  Russian  in  Zentralblatt  fiir  Gyniikologie, 
Nov.  14,  1903. 


7 


8 


GENERAL  PRINCIPLES. 


that  this  substance  has  a  strong  bactericidal  influence.  He 
found  that  some  micro-organisms  showed  no  growth  with 
only  a  slight  quantity  of  trimethylamin  present,  for  in¬ 
stance  1 : 15,000.  Others,  although  growing,  lost  their 
pathologic  character  more  or  less  completely. 

Upon  the  basis  of  his  researches  Michin  comes  to  the 
following  conclusions : 

1.  Trimethylamin  is  normally  always  present,  although 
in  varying  quantities,  in  the  vaginal  secretions. 

2.  The  amount  of  trimethylamin  is  apparently  depen¬ 
dent  upon  the  general  condition  of  the  organism  and  the 
metabolism  of  the  genital  organs.  On  this  account,  the 
quantity  in  women  exhausted  by  serious  illness  or  oper¬ 
ations  is  much  lessened.  Likewise,  in  the  climacteric,  the 
amount  is  lowered  down  to  even  nil. 

3.  In  cases  of  undeveloped  genitalia,  premature  climac¬ 
teric  or  after  extirpation  of  the  uterus  or  ovaries,  the 
amount  is  lessened. 

4.  Acute  inflammations  of  the  pelvic  organs  and  all 
conditions  which  cause  increased  blood  flow  to  the  geni¬ 
talia,  increase  the  amount  of  trimethylamin. 

5.  Trimethylamin  has  undoubtedly  a  strong  bacter¬ 
icidal  effect. 

The  author  leaves  open  the  question  of  just  how  this 
substance  is  elaborated  in  the  vaginal  secretion,  but  at  all 
events,  considers  its  presence  very  important  in  the  light 
of  self-protection  of  the  organism  against  infection 
through  the  genital  organs. 

The  Gynecologic  Examination. 

Rectal  Examination  of  Pelvis.  The  great  value  of 

digital  exploration  of  the  rectum  during  the  gynecologic 
examination  is  emphasized  by  Julius  Neumann.1  In  everv 
case  of  carcinoma  of  the  cervix  only  this  method 
of  palpation  will  determine  the  extent  to  which  the  para¬ 
metrium  is  involved.  From  that  datum  and  the  findings 
as  to  enlarged  glands  the  question  of  radical  operation 
can  be  determined.  The  extent  of  infiltration  and  the 


(1)  Wiener  medicinische  Wochenschrift,  June  13,  1903. 
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position  and  presence  of  abscesses  during  inflammations 
of  the  pelvis  can  also  only  be  determined  in  this  way.  The 
nature  and  position  of  adhesions  about  the  uterus,  the 
condition  of  the  sacro-uterin  ligaments,  some  of  the  finer 
points  in  regard  to  the  various  conditions  of  the  tubes 
and  ovaries  are  best  sought  out  through  the  rectum.  Of 
course,  this  procedure  is  recommended  in  everv  text  book 
as  the  proper  method  for  examining  virgins  when  there 
is  an  unbroken  hymen  and  it  naturally  recommends  itself 
in  senile  conditions  when  the  vaginal  walls  have  become 
so  contracted  and  inelastic  that  very  little  can  be  palpated 
through  them.  But  Neumann  maintained  that  on  account 
of  the  great  facility  of  palpation  by  this  method  through 
rectal  walls  so  much  thinner  than  the  vaginal  walls  and 
because  the  cavity  of  the  rectum  extends  above  the  top  of 
the  uterus,  that  this  procedure  should  be  part  of  the 
routine  of  the  gynecologic  examination.  As  it  is  now, 
few  men  usel  it,  and  in  consequence  Neumann  finds  cases 
coming  to  him  with  the  correct  diagnosis  entirely  over¬ 
looked,  because  of  the  lack  of  thoroughness  in  this  par¬ 
ticular. 

Position  for  Examination.  Writing  on  another  sub¬ 
ject,  H.  D.  Beyea.1  incidentally  calls  attention  to  the  bet¬ 
tered  possibilities  of  pelvic  examination  with  the  patient 
in  the  Edebohls  position.  The  patient  should  be  placed  in 
the  dorsosacral  position,  with  the  legs  flexed  upon  the 
thighs  and  the  thighs  upon  the  abdomen  and  held  in 
position  by  the  Edebohls  leg-holders.  This  Edebohls  posi¬ 
tion  gains  the  greatest  relaxation  of  the  abdominal  walls, 
permits  the  most  accurate  palpation  of  the  pelvic  organs, 
gives  the  least  pain,  and,  in  Beyea’s  experience,  is  in  every 
sense  the  most  satisfactory.  By  placing  the  patient  on  the 
ordinary  office  chair  or  table  the  thighs  are  half  flexed 
upon  the  abdomen,  the  abdominal  walls  are  rigid  and  it 
is  impossible  to  palpate  other  than  gross  lesions.  Why 
the  large  majority  of  the  medical  profession  persist  in 
employing  this  imperfect  position  Beyea  cannot  appreciate. 
No  woman  objects  to  the  Edebohls  position  if  she  has 
confidence  in  her  physician,  and  is  serious  in  her  desire 
to  be  relieved  of  a  pelvic  disease. 


(1)  International  Medical  Magazine,  October,  1903. 
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Leucocytosis  in  Pelvic  Conditions.  More  work  upon  the 
value  of  the  leucocyte  count  for  the  gynecologist  has  been 
done  by  Berard  and  Descos.1  These  investigators  took 
the  blood  of  25  doubtful  cases  who  by  reason  of  being 
prepared  for  operation  had  absolutely  empty  stomachs. 
Under  these  conditions  it  was  found  that  the  normal 
leucocyte  count  fell  to  5,000  or  6,000  per  c.mm.  In 
acute  pus  cases  the  leucocytosis  amounted  to  from  11,000 
to  21,000.  In  subacute  cases  from  7,000  to  10,000. 

The  leucocyte  count,  according  to  these  authors,  under 
these  circumstances  is  valuable  inasmuch  as  it  is  some 
measure  of  the  resisting  power  of  the  body  to  the  dis¬ 
ease.  As  such  the  standpoint  of  operation  may  well  be 
decided  to  some  extent  by  the  blood  findings. 

Diagnosis. 

Relations  Between  Gastric  and  TJterin  Diseases.  A  valu¬ 
able  paper  on  the  relation  between  uterin  and  gastric 
diseases  appeared  by  T.  Odon.2  Clinically  his  attention 
was  drawn  to  the  subject  by  encountering  cases  in  which 
the  patient  had  long  been  treated  for  gastritis  and  neu¬ 
roses  of  the  stomach  without  improvement  and  in  which 
by  examination  malposition  or  chronic  inflammation  of 
the  uterus  was  found.  The  cure  or  improvement  of  these 
uterin  troubles  was  followed  by  a  striking  improvement 
or  entire  cure  of  the  gastric  symptoms  also. 

Odon  cites  many  authors  to  support  his  view  that  gastric 
troubles  occurring  synchronously  with  uterin  diseases  may 
be  of  uterin  origin  and  adds  to  the  clinical  facts  in  the  case 
his  anatomic  studies  of  the  abdominal  nerves.  After  a  dis¬ 
cussion,  hardly  a  subject  for  abstract  in  this  Year  Book, 
of  the  various  reflex  pathways  in  the  abdomen,  Odon 
summarizes  his  conclusions  as  follows : 

1.  Uterin  and  gastric  troubles  may  be  in  close  recipro¬ 
cal  relation. 

2.  In  making  a  diagnosis  of  ieciprocal  action,  merely 
coincident  affections  of  these  organs  must  be  strictly  ex¬ 
cluded. 


(1)  Revue  de  gynecologie,  Volume  7,  No.  1. 

(2)  American  Journal  of  Obstetrics,  March.  3903, 
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3.  The  first  medium  of  reciprocal  action  is  the  nerve 
path,  the  center  of  which  for  the  genitalia  is  to  be  sought, 
not  in  the  brain  or  spinal  cord,  but  in  the  sympathetic 
system.  The  ventral  center  of  this  is  the  solar  ganglion, 
by  means  of  which  the  uterus,  through  the  inferior  hypo¬ 
gastric  plexus,  is  brought  into  reflex  association  with  the 
anterior  and  posterior  gastric  plexuses.  The  reflex  paths 
are  called  spermatic,  pudendo-hemorrhoidal,  cutaneo- 
cavernous,  utero-celiac,  and  utero-spinal  anastomoses. 

The  more  direct  reflex  paths  are  direct  connections  of 
the  vagus  with  the  sympathetic  nerve  system  without  en¬ 
tering  the  solar  plexus,  especially  with  the  utero-vaginal 
plexus  and  with  the  parauterine  ganglia  which  are  con¬ 
nected  with  this  (genito-crural  anastomosis). 

4.  The  other  mode  of  origin  of  reciprocal  action  must 
be  sought  in  changes  of  the  common  statical  relations  of 
both  organs. 

5.  Dislocations  of  the  stomach  cause  uterin  displace¬ 
ment  through  reciprocal  action  of  the  statical  mechanical 
forces  (secondary  uterin  trouble)  ;  whereas  primary  dis¬ 
placements  of  the  uterus  produce  secondary  gastroneurosis 
or  actual  gastric  disease,  the  reciprocal  action  in  these  cases 
being  brought  about  through  nerve  reflexes. 

6.  The  blood  path  plays  a  role  of  only  tertiary  rank  in 
regard  to  this  reciprocal  action. 

Gastric  Ailments  from  Pelvic  Disorders.  Gastric  dis¬ 
turbances  as  the  result  of  pelvic  inflammatory  conditions 
is  the  subject  of  a  dissertation  by  C.  Liopet.1  This  author 
states  that  over  90  per  cent  of  women  suffering  from  pelvic 
diseases  are  subject  to  gastric  troubles.  The  cause  may  be 
either  reflex  or  mechanical.  If  reflex  the  treatment  must 
be  directed  to  the  general  conditions  found  to  exist,  par¬ 
ticularly  with  respect  to  the  nervous  system.  When  me¬ 
chanical,  the  large  omentum  is  found  adherent  to  the 
peritoneum  of  the  affected  organs  and  pulls  directly  upon 
the  greater  curvatures  of  the  stomach.  There  may  also 
from  the  same  cause  be  dislocation  downwards  of  the 
transverse  colon.  These  conditions  are  to  be  relieved  only 
by  surgical  severing  of  the  adhesions. 


(1)  Reported  in  Zentralblatt  fur  Gynakologie,  June  27,  1903. 
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Intestinal  Disease  Simulating  Pelvic  Disease.  Catarrhal 
enteritis  simulating  pelvic  disease  in  women  is  reported 
on,  together  with  15  cases,  by  It.  T.  Gilmore.1  The  author 
states  his  belief  that  there  are  many  cases  in  which  the 
patient  takes  it  for  granted  that  she  has  some  female  dis¬ 
ease  because  of  the  indefinite,  but  more  or  less  constant 
pain  and  soreness  in  the  abdomen,  and  especially  the  dull 
grumbling  sensation  in  the  lower  part  of  the  pelvis,  which 
simulate  a  dragging  and  bearing  down,  because  of  the 
back-ache,  the  side-ache,  and  the  bloating.  Even  though 
one  pays  special  attention  to  his  clinical  histories,  many 
of  the  above  symptoms  are  so  similar  to  those  arising  from 
disorders  of  the  female  organs,  that  unless  he  bears  in 
mind  the  possibility  of  an  enteric  complication,  he  will 
surely  overlook  the  finger-posts  pointing  to  this  clearly 
existing  pathologic  condition.  This  is  especially  so  when 
it  is  complicated  with  a  lacerated  perineum  or  a  well 
defined  displacement  with  leucorrheal  discharge  and  men¬ 
strual  disorder,  especially  amenorrhea.  Added  to  this  is 
the  patient’s  conviction  that  she  is  suffering  from  a  disease 
peculiar  to  her  sex,  not  to  mention  the  handicap  with 
which  every  man  has  to  contend  who  specializes  in  his 
practice,  and  whose  tendency,  in  spite  of  his  conscientious 
endeavors  to  the  contrary,  is  to  trace  all  symptoms  to 
a  source  within  the  domain  of  the  anatomic  region  with 
which  he  is  especially  familiar. 

Symptoms.  The  symptoms  are  varied  and  inconstant. 
Perhaps  the  history  of  constipation  alternating  with  diar¬ 
rhea  is  the  most  constant  symptom.  There  are  bearing 
down  sensations  in  the  lower  part  of  the  pelvic  regions, 
simulating  the  menstrual  prodrome,  soreness  in  various 
parts  of  the  abdomen,  bloating  after  eating,  colicky  and 
lancinating  pains,  especially  noticeable  just  before  the 
patient  has  a  movement  of  the  bowels,  and  also  accom¬ 
panying  the  movement,  nausea  and  sometimes  vomiting. 
Very  frequently  the  patient  complains  of  irregularity  of 
menstruation — especially  amenorrhea  and  leucorrhea. 
There  is  usually  a  slow  and  progressive  loss  of  flesh.  The 
anemia  has  already  been  spoken  of  in  the  beginning  of 


(1)  American  Journal  of  Obstetrics,  December,  190? 
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this  article.  The  exhaustion  is  also  a  prominent  feature, 
a  desire  to  sleep,  excessive  nervousness,  and  a  pronounced 
tendency  to  melancholy. 

The  weight  and  dragging  sensations  in  the  pelvis,  the 
back-ache,  and  the  soreness  across  the  abdomen,  accom¬ 
panied  with  more  or  less  neuralgia,  are  probably  produced 
by  the  congested  intestines,  the  accumulation  of  gas  in 
them,  and  also  the  dragging  of  the  congested  mesentery. 
The  nausea  is  likely  due  to  the  intestinal  indigestion,  and 
the  absorption  of  toxins.  The  irregularities  of  menstru¬ 
ation,  especially  amenorrhea,  also  the  leucorrhea,  can 
assuredly  be  laid  at  the  door  of  impoverished  nutrition. 
It  is  generally  conceded  that  there  is  a  well-recognized 
tendency  for  disorders  of  the  intestinal  tract  to  produce 
nervous  irritability  and  melancholy. 

Diagnosis.  The  diagnosis  is  most  satisfactorily  and 
positively  made  by  the  examination  of  the  stool.  The 
dejections  vary  in  color  and  consistency;  the  pale,  clay- 
colored  stool  is  especially  pathognomonic.  If  the  small 
intestine  is  mainly  involved  the  mucus  is  found  in  small 
shreds.  Frequently  the  feces  are  filled  with  bubbles  and 
froth  indicative  of  fermentation,  and  in  the  majority  of 
cases  there  are  small  particles  of  undigested  food  scat¬ 
tered  through  the  feces.  If  the  mucus  is  found  in  long 
strings,  small  islands,  an  inch,  more  or  less,  in  diameter, 
resembling  egg  albumen,  the  lower  part  of  the  intestine 
is  involved. 

Differential  Diagnosis.  Chronic  intestinal  enteritis 
must  be  differentiated  from  appendicitis  of  the  chronic 
catarrhal  variety,  from  floating  kidney,  tubercular  enter¬ 
itis,  from  the  early  months  of  pregnancy  and  from  those 
disorders  in  the  pelvis  which  attract  the  gynecologist.  The 
necessary  procedures  indicated  in  order  to  clear  up  these 
various  complications  suggest  themselves  at  once,  and  in 
all  cases  an  ocular  examination  of  the  feces  is  imperative, 
and  is  usually  sufficient  to  clear  up  the  diagnosis  of 
catarrhal  enteritis. 

Treatment.  Above  all  things  patience  is  the  prime 
requisite  for  the  successful  treatment  of  this  decidedly 
chronic  complaint.  The  patient  is  requested  to  weigh 
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herself  in  the  beginning  of  the  treatment,  so  that  accurate 
information  may  be  obtained  from  time  to  time.  Her 
diet,  even  in  very  marked  cases,  may  be  comparatively 
generous :  Clear  soups,  eggs  in  all  forms,  one  or  two 
quarts  of  milk  daily,  matzoon,  buttermilk,  etc.,  rice  in 
small  quantities,  small  amounts  of  bread  twice  baked  and 
water  crackers,  custards,  ice  cream,  roasted  and  broiled 
meats.  Vegetables  are  usually  restricted  entirely  at  first, 
as  well  as  all  uncooked  fruits,  pastry,  cake,  etc.  After 
a  few  weeks  of  experimentation  the  patient  herself  will 
be  able  to  modify,  enlarge,  or  restrict  her  diet  according 
to  her  requirements. 

The  bowels  should  be  regulated  with  some  form  of  cas- 
cara  sagrada.  If  there  is  a  tendency  to  obstinate  constipa¬ 
tion,  or  too  free  movements,  high  colonic  flushing  is  indi¬ 
cated.  The  patient  is  directed  to  take  a  quart  or  more  of 
warm  water,  mildly  alkaline,  or  normal  saline,  for  the 
purpose  of  emptying  her  lower  bowel.  This  is  followed 
by  a  quart  of  water  containing  8  c.cm-  of  the  normal  fluid 
extract  of  hydrastis.  When  it  is  difficult  for  the  patient 
to  take  a  satisfactory  high  enema,  the  knee  and  chest 
position  is  a  valuable  and  simple  means  of  accomplishing 
the  desired  end. 

The  writer  has  obtained  uniformly  good  results  with 
a  pill  consisting  of  powdered  ipecac;  1-8  grain  beechwood 
creosote;  2  grains  black  pepper  powder;  2  grains  naph- 
thol ;  1  grain  extract  of  hydrastis.  These  pills  are  so 
coated  that  they  are  not  affected  by  the  gastric  juices. 

In  these  obscure  cases  which  come  to  the  gynecologist 
for  relief  and  which  present  so  many  gynecologic  symp¬ 
toms  and  which  are  ultimately  so  often  put  down  by  gyne¬ 
cologists  as  neurasthenics,  the  writer  strongly  urges  the 
value  of  inspecting  the  feces  as  of  equal  rank  with  the 
examination  of  the  urine. 


Treatment. 

Curettage  of  the  Uterus.  Upon  the  “Dangerous  Oper¬ 
ation  of  Uterin  Curettement”  “a  solemn  note  of  warning’’ 
is  struck  bv  E.  Van  de  Warker.1  If  the  operation  is 


(1)  New  York  and  Philadelphia  Medical  Journal,  Oct.  10,  1903. 


TREATMENT. 


15 


confined  to  those  thoroughly  versed  in  the  technics  of 
uterin  operations,  always  limited  to  selected  cases,  and 
performed  with  the  object  to-be  gained  always  in  view 
and  after  a  most  thorough  preparation  of  the  patient,  the 
dangers  attending  its  performance  may  be  minimized,  but 
never  remedied.  In  the  entire  range  of  gynecic  surgery 
Van  de  Warker  knows  of  no  other  operation  that  demands 
in  an  equal  degree  such  accurate  knowledge  of  instru¬ 
ments,  their  use  and  limitations,  and  on  the  part  of  the 
operator  such  perfect  control  of  his  own  muscles.  Fur¬ 
ther,  he  must  be  an  adept  uterin  pathologist  in  the  sense 
that  knowing  the  condition  that  calls  for  the  performance 
of  the  operation  he  may  judge  accurately  the  consistency 
of  the  nterin  parenchyma  and  its  power  of  mechanical 
resistance. 

The  toilet  of  the  vagina  and  vulva  as  a  preliminary  to 
the  operative  work  is  one  that  calls  for  thoroughness  and 
care. 

The  position  of  the  patient  is  important  during  the 
scrubbing  of  the  parts.  In  the  dorsal  position  the  ante¬ 
rior  wall  falls  into  view  and  makes  it  impossible  to  be 
certain  that  all  the  folds  are  obliterated  and  the  steriliz¬ 
ing  solution  has  reached  every  part.  In  the  semiprone 
position  the  vagina  balloons  when  the  retractor  is  inserted, 
the  plications  unfold,  and  every  part  of  the  surface  is 
clearly  seen.  The  facility  thus  given  for  the  free  and 
visible  cleaning  of  the  part  is  the  reason  why  Van  de 
Warker  continues  to  use  and  advise  this  position.  Further, 
in  this  position,  with  the  hips  slightly  elevated,  the  cervix 
may  be  submerged  in  the  antiseptic  solution  and  the  dilata¬ 
tion  and  other  steps  carried  on  through  it.  The  cavity  of 
the  cervix  it  is  nearly  impossible  to  make  aseptic,  and  as 
it  is  always  under  suspicion,  this  safeguards  another  dan¬ 
gerous  point. 

The  bichlorid  solution  of  so  general  use  ought  to  be 
discarded  because  of  its  property  of  coagulating  the  albu¬ 
minoids  contained  in  the  mucus  and  thus  leaving  the 
vaginal  walls  covered  with  an  insoluble  coating.  The 
biniodid  of  mercury,  1:1,000,  either  in  solution  or  com¬ 
bination  with  soap,  is  much  better. 

When  the  operation  is  to  be  done  on  virgins  a  clean 


16 


GENERAL  PRINCIPLES. 


cut  through  the  hymen  is  better  than  a  tear  by  the  re¬ 
tractor,  because  the  latter  would  prove  a  more  freelv 
absorbing  surface  for  infection. 

The  steadying  and  drawing  down  of  the  cervix  is  an¬ 
other  serious  matter,  inasmuch  as  undue  injury  means 
chances  for  infection.  The  volsella  selected  should  have 
double  or  even  triple  long  sharp  claws  which  will  hold  once 
and  for  all  without  doing  any  tearing. 

Concerning  the  usual  instruments  for  rapid  dilatation 
of  the  cervix  Van  de  Warker  says  that  “one  must  never 
forget  that,  while  the  effect  of  the  dilator  upon  the  cervix 
is  easily  seen,  the  extremities  of  the  blades  are  concealed 
within  the  uterin  cavity,  so  that  we  cannot  know,  except 
by  calculating  the  amount  of  force  exerted,  what  damage 
the  blades  may  be  causing  to  the  tissues  within  the  cavity. 
If  rapid  stretching  is  produced  by  the  full  force  of  the 
dilator,  it  is  not  unusual  for  the  cervix  to  be  ruptured ; 
which, n while  not  in  itself  dangerous,  may  be  a  starting 
point  of  septic  infection,  as  it  is  difficult  to  keep  the  cervix 
free  from  an  invasion  of  this  kind  before  repair  occurs; 
and,  further,  it  is  force  so  exerted  that  makes  possible 
a  rupture  of  the  uterin  wall.  Careful  operators  have  dis¬ 
carded  this  form  of  cervical  dilators  as  too  dangerous. 

“An  incalculable  amount  of  danger  would  be  averted 
if  the  lever  form  of  dilator  was  discarded,  and  the  grad¬ 
uated  sounds  substituted.  Sufficient  rapidity  could  be 
secured  as  time  would  not  be  an  element,  as  in  the  case 
when  general .  anesthesia  is  employed,  this  stage  of  the 
operation  being  rendered  painless  by  a  local  anesthetic/’ 

The  time  of  doing  the  operation  should  always  be  well 
chosen  with  regard  to  existing  uterin  conditions.  Dilata¬ 
tion  of  a  superinvoluted  uterus  always  means  danger  of 
rupture,  consequently  it  should  only  be  undertaken  with 
the  greatest  caution.  In  cases  of  senile  endometritis  one 
should  for  the  same  reason  neither  dilate  nor  curette. 
Eight  or  ten  weeks  after  labor,  fatty  degeneration  of  the 
uterus  forbids  forcible  dilatation  and  the  same  condition 
obtains  six  weeks  or  so  after  abortion.  Malignant  condi¬ 
tions  of  the  uterin  body  make  it,  of  course,  specially  liable 
to  rupture.  Infantile  uterus  in  an  adult  is  another  con- 
trad  ication  to  forcible  dilatation. 
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The  dangers  of  eurettement  inhere  in  the  instrument 
used  even  in  the  most  experienced  hands.  Curettes  are 
either  sharp  or  blunt ;  the  first  as  dangerous  as  a  high  ex¬ 
plosive,  the  other  comparatively  safe,  even  in  inexperienced 
hands.  The  endometrium  can  hardly  be  scraped  down  to 
the  muscular  layer  by  any  reasonable  and  safe  degree  of 
force,  remembering  that  the  sharp  curette  does  not  cut — it 
only  scrapes  and  tears.  The  deep  wounding  of  the  inside 
of  the  uterus  which  results  is,  according  to  Van  de  Warker, 
very  much  more  contributive  to  the  various  forms  of  pelvic 
inflammation  than  less  extreme  methods.  Time  and  again, 
he  believes,  he  has  seen  fever  and  abscesses  result 
from  the  use  of  the  sharp  curette,  when  the  dull  instru¬ 
ment  would  have  done  no  such  harm. 

The  irrigating  curette  this  author  believes  is  positively 
dangerous  in  all  cases.  He  quotes  Pryor  as  having  dem¬ 
onstrated  that  bloody  water  may  be  found  in  the  peritoneal 
cavity  after  a  uterus  has  been  thus  treated.  The  need 
after  eurettement  is  but  to  remove  the  debris  and  this 
is  best  done  by  dry,  sterile  cotton  on  an  applicator. 

Packing  the  dilated  uterin  cavity  with  gauze  after 
eurettement,  this  author  regards  as  very  objectionable 
because  the  pressure  of  such  rough  and  rigid  material  can 
only  hinder  the  repair  process.  The  secretions  following 
the  operation  are  often  very  profuse  and  unless  they  are 
given  free  exit,  may  be  forced  back  through  the  tubes. 
Nothing  more  than  a  slender  strip  of  gauze,  which  the 
fingers  of  the  operator  should  not  touch,  should  be  intro¬ 
duced,  wdiile  the  perineum,  the  labia,  and  the  thighs  of 
the  patient  are  covered  by  clean  sterilized  napkins,  applied 
at  the  last  moment  before  the  gauze  is  introduced.  Dis¬ 
charge  ought  to  be  active  for  the  first  day.  If  it  is  not 
the  cause  should  be  looked  after  at  once. 

Van  de  Warker  cites  a  number  of  cases  which  have  come 
under  his  notice  in  which  fatalities  have  followed  eurette¬ 
ment,  usually  from  rupture  of  the  uterus. 

If  one  were  so  unfortunate  as  to  cause  a  uterin  rupture 
while  performing  a  eurettement,  the  remedy,  so  far  as  it 
would  be  possible  to  apply  one,  would  be  a  very  simple 
procedure,  provided  you  could  know  positively  that  omen¬ 
tum  or  an  intestinal  loop  had  not  descended  through 
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the  rent.  As  you  cannot  be  sure  of  this,  it  is  necessary 
to  insert  the  finger  into  the  cavity.  'Now  rapid  dilatation 
seldom  affords  room  for  the  insertion  of  the  finger  up 
to  the  fundus,  the  usual  point  of  rupture.  Further  dilata¬ 
tion  is  out  of  the  question.  It  is  necessary,  therefore, 
to  incise  the  cervix,  which  can  be  better  done  antero- 
posteriorly  with  a  pair  of  scissors,  carrying  the  incision 
up  to  and  through  the  os  internum.  The  rent  is  now 
easily  reached  by  the  finger  and  any  inclusion  of  bowel 
contents  may  be  felt.  If  such  inclusion  is  found  the  part 
must  be  gently  reduced.  The  probability  is  that  it  will 
not  come  down  again.  But  if  the  rent  is  so  extensive  as 
to  make  further  descent  of  the  intestines  likely,  gauze,  not 
in  mass,  but  gently  applied  strips  pressed  against  the 
uterin  side,  not  through  the  tear,  will  prevent  a  renewal 
of  the  hernia;  not  into  or  through  the  wound,  as  it 
would  thus  prevent  its  closure  by  uterin  contraction,  the 
very  thing  that  you  are  hoping  for  to  save  your  patient. 
You  need  not  be  alarmed  about  hemorrhage,  as  these 
tears  will  not  bleed  seriously,  and  because  the  next  step 
is  to  open  the  peritoneal  cavity  through  the  posterior 
vaginal  space.  Make  the  opening  as  free  as  the  space 
allows;  with  a  sponge  on  a  long  curved  holder  you  are 
able  to  wipe  out  the  pelvic  cavity  and  estimate  the  amount 
of  hemorrhage.  Insert  gauze  to  the  level  of  the  fundus 
and  bring  it  into  the  vagina.  If  the  intestine  is  torn  and 
it  is  necessary  to  open  the  abdomen,  in  case  the  uterin 
tissue  is  friable  from  fatty  degeneration  after  labor  or 
advanced  abortion,  make  no  attempt  to  suture  the  uterin 
wall,  but  slide  a  flap  of  peritoneum  over  the  rent  and 
suture  with  fine  silk.  The  rent  through  the  uterin  wall 
may  be  safely  left  to  care  for  itself.  It  must  never  be 
forgotten  that  the  abdominal  incision  adds  enormouslv 
to  the  danger  in  these  cases,  and  should  never  be  made 
except  to  repair  intestinal  damage. 

Atmocausis  for  Metrorrhagia.  In  the  clinic  at  Kiel 

103  cases  of  uterin  hemorrhage  have  been  treated  by 
vaporization  or  atmocausis  (see  our  Year  Book  for  1902)  , 
and  68  of  these  which  were  treated  longer  ago  than  six 

(1)  Archiv  fiir  Gynlikologie,  Bd.  69,  Hft.  1. 
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months  are  reported  on  by  Fuchs.1  The  treatment  has 
been  almost  exactly  according  to  the  technic  of  Pinkuss.  • 
The  steam  in  the  kettle  is  carried  to  the  temperature  of 
115  to  120  degrees  centigrade  and  is  applied  to  the  interior 
of  the  uterus  from  30  to  40  seconds.  It  is  of  importance 
before  the  vaporization  to  get  the  mucous  membrane  dry 
and  free  from  blood.  This  is  done  by  tampons  of  hydrogen 
peroxid.  Taking  the  first  place  among  indications  is  pre¬ 
climacteric  bleeding  from  a  hyperplastic,  glandular  endo¬ 
metritis.  The  author  reports  2  cases  of  hemorrhage  from 
myoma  where,  after  the  hemorrhage  was  stopped  by  vapor¬ 
ization,  small  necrotic  myomata  were  forced  out.  Of  the 
68  cases  for  which  this  treatment  was  undertaken,  no  less 
than  60  had  permanently  good  results.  But  the  technic 
must  be  carefully  controlled  to  have  such  good  results. 
This  is  given  in  detail  by  Fuchs.  Narcosis  is  necessary 
for  giving  this  treatment. 

Hydrotherapy  in  Uterin  Hemorrhage.  After  reviewing 
the  various  hydrotherapeutic  methods  of  combating  uterin 
hemorrhage  and  showing  the  disadvantage  of  many  of 
them,  Beni-Barde1  advocates  a  novel  method  of  treating 
menorrhagia  and  some  forms  of  metrorrhagia.  Proceed¬ 
ing  from  the  basis  of  the  well  known  experiment  of 
altering  the  blood  supply  and  temperature  in  one  hand 
by  plunging  the  other  hand  into  very  cold  water,  Beni- 
Barde  has  discovered  that  treatment  of  the  plantar  sur¬ 
faces  of  the  feet  alters  the  blood  supply  of  the  organs  in 
the  pelvis.  The  reflex  between  these  two  organs  seems  to 
be  very  well  marked.  Beni-Barde  has  published  a  case 
of  a  woman  subject  to  continual  losses  of  blood  who  was 
so  readily  affected  by  a  plantar  douche  that  during  treat¬ 
ment  he  saw  distinctly  a  clot  expelled  from  the  uterus, 
which  phenomenon  was  followed  by  complete  cure. 

The  plantar  douche  advocated  consists  of  cold  water 
projected  with  considerable  force  from  a  large  number 
of  apertures  in  an  apparatus  constructed  so  that  the  fine 
spray  may  impinge  only  upon  the  soles  of  both  feet. 

The  patient  may  be  seated  upon  a  chair  with  the  feet 
presented  to  the  apparatus.  An  impression  of  cold  is  felt 


(1)  Le  Progres  Medical,  Jan.  G,  1904. 
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with  the  first  contact  of  the  water.  After  five  to  ten 
seconds  a  distinct  change  of  temperature  is  noticeable  in 
the  lower  extremities.  The  patient  at  the  same  time  has 
a  feeling  of  contraction  often  extending  to  the  abdomen 
and  the  abdominal  organs. 

The  reflex  action,  Beni-Barde  believes,  is  directly  upon 
the  blood  vessels,  causing  their  contraction.  He  follows 
here  the  work  of  Brown-Sequard,  who  thus  explained  the 
reflex  phenomenon  in  the  experiment  with  one  hand 
plunged  in  cold  water  as  mentioned  above. 

The  vascular  contraction  in  the  uterus  is,  however,  usu¬ 
ally  quite  fleeting,  and  it  thus  becomes  necessary  to  renew 
the  treatment  frequently  in  order  that  the  fugitive  spasm 
of  the  blood  vessels  may  become  a  durable  contraction. 

Uses  of  Suprarenal  Gland.  The  uses  to  which  prepa¬ 
rations  of  the  suprarenal  gland  may  be  put  by  the  gyne¬ 
cologist  are  enumerated  by  H.  Cramer.1  This  author 
applied  cotton  soaked  in  adrenalin  solution  to  an  inoper¬ 
able  carcinoma  of  the  cervix  and  found  that  in  a  few 
minutes  he  could  cauterize  the  growth  without  having 
hemorrhage  ensue,  whereas  previous^,  there  had  always 
been  a  considerable  loss  of  blood.  In  a  second  case,  where 
the  ulcerated  crater  was  very  large,  he  injected  about 
3  e.c.  of  1 : 1,000  adrenalin  solution  into  the  periphery 
and  the  bottom  of  the  crater.  With  this  preparation  he 
was  able  to  make  an  ideal  curettement  of  the  ulcer. 

The  use  of  adrenalin  in  the  removal  of  urethral  car¬ 
uncles,  especially  those  which  are  situated  far  in,  is  ob¬ 
vious.  Cramer  found  that  he  was  able  to  take  away  such 
tumors  bloodlessly  and  was  able  to  accurately  sew  up  the 
wound,  which  was  impossible  otherwise. 

A  case  of  unbearable  pruritus  in  the  introitus  vaginse 
presented  itself,  which  for  a  number  of  weeks  had  been 
treated  by  all  the  usual  methods.  There  was  an  intense 
reddening  of  the  mucous  membranes,  more  like  telangiec¬ 
tasis  than  a  simple  hyperemia.  A  tampon  soaked  in  a 
1 :3,000  adrenalin  solution  gave  relief  within  five  minutes. 
The  tampon  was  allowed  to  stay  in  position  24  hours, 
the  application  being  afterwards  repeated  four  times  with 


(1)  Deutsche  medicinisclie  Woehenschrift,  Aug.  20,  1903. 
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the  result  that  the  reddening  and  pruritus  entirely  dis¬ 
appeared. 

The  most  general  and  effective  use  for  adrenalin  is 
found  in  uterin  and  cervical  catarrh.  It  is  easy  to  observe 
how  quickly  ectropion  of  the  cervix  is  made  to  grow  pale 
by  application  of  this  medicament  and  it  follows  that  the 
endometrium  will  be  similarly  affected.  Cramer  says 
that  from  his  experience  he  finds  it  to  be  an  indubitable 
fact  that  after  preparatory  treatment  with  adrenalin,  the 
number  of  cases  which  have  to  be  treated  with  cauteriza¬ 
tion  and  curettement  is  very  greatly  reduced. 

The  most  brilliant  use  of  adrenalin  in  gynecology  is 
seen  after  curettage  of  the  uterus.  After  application  of 
adrenalin  solution  1 : 1,000  on  a  uterin  sound  wrapped  with 
cotton  and  applied  for  1  or  2  minutes,  bleeding  entirely 
stops,  then  through  the  dilated  cervix,  the  cavity  of  the 
uterus  can,  with  a  good  light,  be  seen  as  far  as  the  fundus. 
The  effectiveness  of  the  application  of  any  medicament 
after  curettement  is  made  greater  because  of  the  absence 
of  blood  in  the  uterin  cavity. 

■  Limitations  to  the  use  of  adrenalin  in  gynecology  are 
readily  found.  Although  he  has  had  no  experience  in 
treating  menorrhagia  or  metrorrhagia  with  it,  Cramer 
suggests  that  theoretically  it  would  hardly  succeed,  since 
after  the  period  of  anemia  caused  by  adrenalin,  there  is 
likely  to  follow  a  period  of  hyperemia  which  gives  appro¬ 
priate  conditions  for  renewed  loss  of  blood.  However, 
according  to  the  experience  of  Lehmann  upon  animals, 
this  renewed  bleeding  need  not  take  place. 

The  Vaginal  Douche.  Directions  for  properly  using  the 
vaginal  douche  are  given  by  B.  Robinson.1  The  utility  of 
a  vaginal  douche  is :  ( a)  it  contracts  tissues  ( muscle, 

elastic  and  connective)  ;  (b)  it  contracts  vessels  (lymph¬ 
atics,  veins  and  arteries)  ;  (c)  it  absorbs  exudates;  ( d)  it 
checks  secretions;  (e)  it  stimulates;  (f)  it  relieves  pain; 
(g)  it  cleanses;  (h)  it  checks  hemorrhage;  (i)  it  curtails 
inflammation ;  (j )  it  drains  the  tractus  genitalis.  The 
utility  of  a  douche  depends  on  the  quantity  of  fluid,  the 


(1)  Therapeutic  Gazette,  Oct.  15,  1903, 
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degree  of  temperature,  its  composition,  tlie  position  while 
taking  it,  and  on  systematic  methods  of  use. 

Begin  with  four  quarts  with  those  accustomed  to  it,  and 
two  quarts  with  those  not  accustomed  to  its  use,  at  105° 
Fahrenheit. 

Increase  the  heat  daily  until  it  is  as  hot  as  can  he  borne. 

Increase  the  quantity  one  pint  at  each  sitting  until  11 
quarts  are  taken. 

As  to  time,  use  the  douche  in  the  morning,  and  in 
the  evening  immediately  before  retiring.  After  the  morn¬ 
ing  douche  the  patient  should  rest  horizontally  for  three- 
quarters  of  an  hour. 

The  duration  required  to  take  each  gallon  of  the  douche 
should  be  eight  to  ten  minutes,  for  14  quarts  thirty 
minutes. 

As  to  position,  the  patient  should  be  on  the  back  with 
the  thighs  flexed  on  the  abdomen  and  the  legs  flexed  on 
the  thighs. 

As  to  ingredients,  a  handful  of  salt  (NaCl)  and  a  tea¬ 
spoonful  of  alum  may  be  added  to  each  gallon,  the  salt 
to  dissolve  the  mucus  and  pus  and  to  be  an  antiseptic, 
also  to  prevent  reaction,  while  the  alum  is  to  astringe, 
check  waste  secretions,  and  harden  the  tissues.  This  is 
the  most  valuable,  economical  douche.  As  to  the  more  cost¬ 
ly  ingredients,  the  addition  of  carbolic  acid  is  practically 
useless,  and  bichlorid  of  mercury  is  dangerous.  Zinc  and 
plumbic  salts  are  less  valuable  as  astringents  than  alum. 
Mercurial  salts,  phenol,  boraeic  acid,  coagulate  rather  than 
dissolve  discharge.  Sodium  sulphate  is  doubtless  the  best- 
general  solvent  of  the  discharges,  dissolving  mucus,  pus, 
leucocytes,  and  rendering  miscible  the  materials  in  the 
water. 

The  vaginal  douche  to  be  of  curative  effect  should  be 
continued  for  months. 

A  vaginal  douche  given  according  to  the  above  direc¬ 
tions  will  prove  to  be  of  much  therapeutic  value  in  the 
treatment  of  pelvic  disease,  an  agent  to  prevent  disease, 
and  a  great  comfort  to  the  patient. 

Scientific  Vaginal  Douching.  The  importance  of  treat¬ 
ment  for  the  absorption  of  chronic  para-  or  perimetric 
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inflammatory  products  is  dwelt  on  by  A.  Pinknss.1  These 
inflammatory  remains  of  abortion,  puerperal  fever,  ascend¬ 
ing  gonorrhea,  etc.,  are  frequently  the  source  of  great  dis¬ 
comfort.  In  the  last  few  years,  many  gynecologists  have 
been  devising  means  for  the  nonoperative  removal  of  these 
tumors.  Loading  the  vagina  with  shot  and  quicksilver, 
intravaginal  massage  with  colpeurynters,  treatment  with 
hot  air  and  hot[  water  have  all  found  their  advocates.  All 
these  considerations  speak  for  the  necessity  of  a  simple 
method  for  applying  heat  to  the  pelvic  organs,  so  that  tem¬ 
porary  hyperemia  followed  by  corresponding  anemia  may 
cause  the  heightened  circulation  which  is  necessary  for 
absorption  of  the  exudate. 

To 'all  the  proposed  methods  for  the  accomplishment  of 
this  purpose,  there  are  objections  either  in  the  lack  of 
simplicity  or  in  discomfort  to  the  patient.  The  simple 
method,  so  frequently  advocated,  of  douching  the  vagina 
with  hot  water  is  particularly  ineffective,  because  the 
stream  flowing  through  the  vagina  and  out  over  the 
sensitive  vulva  can  never  be  used  hot  enough  to  achieve 
the  desired  result.  That  the  disadvantages  of  this  method 
may  be  overcome,  Pinkuss  has  devised  an  instrument  for 
intravaginal  use  which  is  a  modification  of  an  instrument 
proposed  some  years  ago  by  Hasse.  The  device  of  Pinkuss 
consists  essentially  of  a  glass  bulb  20  cm.  in  circumference 
and  12  cm.  long,  shaped  much  like  a  pear,  which  is  devised 
for  the  purpose  of  plugging  the  lower  end  of  the  vagina 
and  preventing  the  hot  stream  of  water  from  coming  in 
contact  with  any  part  of  the  vagina  except  the  fornix, 
directly  below  the  exudate.  Through  the  center  of  this 
hollow  glass  pear  runs  a  double  tube  arrangement,  one 
within  the  other,  so  that  through  the  inner  tube  a  stream 
of  water  can  be  kept  constantly  flowing  inward  and  return¬ 
ing  through  the  other  tube.  Through  careful  calculation 
of  the  apertures  of  inflow  and  outflow,  in  practice  it  is 
found  that  a  constant  easily  controlled  stream  of  water 
plays  upon  the  fornix  and  thus  acts  mechanically  as  well 
as  thermically.  This  glass  apparatus  is  sold  in  Germany 
for  from  50  to  75  cents. 


(1)  Berliner  klinische  Wochenschrift,  March  30,  1903, 
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Fig.  1. 

Pinkuss’  instrument  for  administering  a  hot  douche. 


Fig.  2. 

Pinkuss’  method  of  using  the  hot  douche, 
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This  instrument  is  clinically  used  as  follows :  After 
evacuation  of  the  bowels  and  bladder,  the  patient  lies  on 
her  back  in  the  bed  and  presses  tightly  into  the  vagina 
the  instrument  which  has  been  connected  by  rubber  tubing, 
the  inflow  with  the  reservoir  of  water  a  few  inches  above 
the  bed  and  the  outflow  with  a  pail  upon  the  floor.  If  the 
arms  of  the  patient  are  too  short  or  the  abdomen  is  too 
large  for  the  apparatus  to  be  held  in  the  vagina  by  the 
hand,  a  simple  device  of  looped  wire  will  add  the  necessary 
length  to  the  arm.  The  patient  may  be  entirely  covered 
in  bed  and  the  inflow  supplied  by  an  attendant  who  can 
pour  it  into  an  attached  funnel  or  bag.  Or  the  whole 
proceeding  may  be  undertaken  by  the  patient  herself  who 
first  places  the  end  of  the  inflow  tube  into  a  pail  of  water 
and  then  by  means  of  a  bulb  on  the  tube  forces  the  stream 
into  the  vagina.  There  need  be  no  leakage  during  the 
process  nor  inconvenience  of  any  kind. 

Pinkuss  advises  this  vaginal  douche  to  be  used  at  a  tem¬ 
perature  of  45°  C.  first,  and  each  day  following  one  degree 
to  be  added  until  50°  C.  is  reached.  He  begins  with 
2  litres  and  gradually  increases  until  6  or  8  litres  are 
reached.  The  time  occupied  by  the  douche  is  usually 
from  10  to  30  minutes  and  it  is  repeated  morning  and 
evening.  All  these  details  vary  with  the  needs  of  the 
case.,  In  every  case  the  patient  must  remain  one  hour  in 
bed  after  the  treatment.  When  infection  is  present  in 
the  cervix,  mild  solutions  of  disinfectants  are  used. 

Pinkuss  recommends  this  treatment  in  all  cases  where 
the  acute  symptoms  of  pelvic  inflammation  have  disap¬ 
peared,  leaving  behind  masses  of  exudate.  It  is  best  to 
wait  until  all  traces  of  fever  have  entirely  vanished.  In 
a  great  percentage  of  cases  the  subjective  signs  of  an 
exudate  may  be  caused  to  entirely  disappear,  although  in 
not  every  case  will  there  be  complete  anatomical  restitution 
to  a  normal  condition.  The  experience  of  Pinkuss  leads 
him  also  to  recommend  the  use  of  this  treatment  for  the 
resorption  of  old  hematomata  following  ectopic  pregnancv. 
It  is  likewise  indicated  in  cases  of  chronic  perimetritis, 
oophoritis  and  salpingitis.  He  has  seen  good  effects  in 
cases  of  chronic  metritis  with  atypical  menorrhagia. 

Pinkuss  asserts  that  he  does  not  oppose  necessary  oper- 
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ative  measures,  but  he  does  insist  that  in  the  above  men¬ 
tioned  cases  attempt  at  the  resorption  cure  should  be  first 
undertaken  by  this  method  of  applying  hot  water  directly 
to  the  affected  locality.  In  case  this  does  not  succeed, 
then  all  the  more  complicated  methods  of  loading  the 
vagina,  applying  hot  air,  etc.,  may  be  conservatively 
weighed  and  then  operative  measures,  if  necessary,  be  un¬ 
dertaken. 

Danger  of  Antiseptic  Douching.  This  is  emphasized 
by  G.  N.  Hough  with  the  report  of  two  cases  of  death, 
each  from  a  single  vaginal  douche.  One  death  was  caused 
by  using  one  quart  of  a  1  to  1,000  bichlorid  solution  after 
a  miscarriage.  E'xtreme  salivation,  stomatitis  and  diar¬ 
rhea  ensued.  The  autopsy  showed  ulcerative  colitis  and 
acute  nephritis.  The  other  accident  followed  douching 
the  vagina  with  a  weak  formalin  solution  the  fourth  day 
after  vaginal  hysterectomy.  This  douche  caused  the  pa¬ 
tient  severe  pain,  evidently  passing  into  the  peritoneal 
cavity,  and  soon  afterward  she  passed  into  collapse  and 
succumbed.  At  autopsy  nothing  was  found  to  account  for 
death  which  evidently  was  caused  by  shock  to  a  system 
already  in  poor  condition. 

Manipulative  Treatment  of  Some  Pelvic  Disorders. 

Under  the  striking  title,  “A  Plea  for  Bloodless  Surgery 
in  Gynecology,”  0.  B.  Will1  calls  attention  to  the  value 
of  pure  manipulation  in  the  treatment  of  some  of  the 
pelvic  disorders  of  women,  and,  incidentally,  to  the  like 
utility  of  certain  other  equally  less  devitalizing  methods 
of  securing  results  usually  sought  through  abdominal  or 
other  operation. 

It  should  be  understood  that  the  theory  involved  in  the 
chief  of  these  “bloodless”  methods  for  securing  radical 
changes  in  poise  and  function,  refers  to  something  de¬ 
cidedly  different  from  the  mere  mechanical  stimulation 
of  ordinary  “massage.”  It  embraces  the  idea  of  a  virtuaJ, 
though  temporary  and  hence  not  devitalizing,  abrogation 
of  anatomic  and  functional  integrity,  and  recognition 
of  the  ability  of  the  natural  reparative  forces  subsequently 
to  reconstruct,  under  proper  restraint  and  direction,  in 


(1)  American  Journal  of  Obstetrics,  April,  1908, 


TREATMENT. 


27 


such  way  as  to  secure  amity  of  relationship  and  physio¬ 
logic  activity.  The  method  herein  advocated  is  based 
on  that  idea,  and  therefore  has  in  view  the  capability 
and  willingness  of  the  latent  reconstructive  energies,  when 
properly  aroused,  to  regain  and  maintain  relatively  the 
structural  and  functional  equilibrium  of  parts  and  organs, 
and  demands  a  reasonable  conception  not  only  of  normal 
anatomic  relationships  and  conditions,  but  likewise  of 
specific  morbid  conditions;  although  in  the  latter  with 
reference  more  to  the  degree  and  persistence,  than  to 
kind  and  quality  of  manipulation. 

The  tissues  of  the  vagina,,  supports,  and  all  the  organs 
concerned  may  be  safely  handled  with  a  degree  of  rough¬ 
ness  that  assures  not  only  an  abundant  supply  of  blood 
to  the  locality  upon  reaction,  but  also  such  a  degree  of 
tissue  distention  and  plastic  effusion  as  will  induce  repara¬ 
tive  effort,  and  maintain  its  activity  in  a  given  zone  under 
competent  duress.  The  constantly  occurring  results  of 
neglected  injuries  prove  the  capacity  of  the  tissues  here 
as  nowhere  else  to  adjust  themselves  to  changing  circum¬ 
stances,  and  go  to  show  the  enormous  advantage  obtain¬ 
able  through  judicious  supervision  following  the  artificial 
production  of  similar  states.  With  such  susceptibility 
and  inclination  it  is  not  surprising  that  intelligently 
directed  disturbance  of  morbid  conditions  and  imperfect 
tissue  formations,  coupled  with  subsequent  wise  adjust¬ 
ment  and  retention,  so  often  result  in  the  rectification  of 
many  disorders  unamenable  to  less  fundamental  methods 
of  relief.  The  result  of  a  severe  labor  is  often  the  restora¬ 
tion  of  functional  good  health  in  women,  and  they  will 
argue  for  and  recommend  its  advantages  in  many  in¬ 
stances.  They  often  undergo  more  injury  during  that 
process  than  any  man  would  dare  voluntarily  to  inflict, 
and  v^ith  good  after-care  are  the  better  for  it. 

Careful  selection  of  cases  by  thorough  examination 
under  anesthesia  must  be  made.  It  is  just  in  the  class 
of  cases  in  which  bi-manual  palpation  reveals  the  limited 
extent  and  immature  nature  of  existing  adhesions  that 
we  are  justified  in  adopting  the  method  herein  advocated 
for  purposes  of  separation  and  restitution.  Such  informa¬ 
tion,  coupled  with  the  reasonable  exclusion  of  suppuration 
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and  such  acute  inflammatory  conditions  as  would  indicate 
hazard  in  immediate  tissue  disturbance,  is  a  sufficient 
indication  that  complete  separation  may  be  safely  effected 
by  judicious  pressure  and  counterpressure  through  the 
abdominal  parietes,  vagina  and  rectum.  In  the  principal 
conditions  to  which  this  feature  of  the  method  is  applica¬ 
ble,  namely,  those  of  attachment  of  the  posterior  peri¬ 
toneal  pouch  only,  separation  can  be  almost  certainly  at¬ 
tained  by  this  means.  With  the  one  hand  in  the  vagina 
the  fundus  uteri  is  pressed  strongly  upward  and  forward, 
while  with  the  fingers  of  that  over  the  abdomen  the  lax 
wall  of  the  latter  is  insinuated  deeply  into  the  cavity  until 
brought  in  contact  with  the  anterior  surface  of  the  uterus. 
With  extremely  firm  pressure  and  a  sliding  backward 
movement  any  ordinarily  simple  adhesion  will  give  way. 
By  then  pushing  the  cervix  backward  and  upward  so  that 
the  uterin  body  lies  with  its  front  surface  approximately 
in  the  palm  of  the  inner  hand,  the  outer  repeats  the  former 
motion  and  the  adherent  peritoneum  is  stripped  off.  The 
ovaries  and  tubesi  may  generally  be  in  like  manner  rubbed 
loose.  As  before  intimated,  the  question  of  the  legitimacy 
of  the  operation  is  involved  in  the  problem  of  the  indi¬ 
vidual  case  as  a  whole,  but  where  it  is  indicated  purely 
as  a  measure  of  restitution,  and  uncomplicated  by  the  need 
of  any  sort  of  drainage,  it  can  often  be  as  effectively 
utilized  as  can  any  other  procedure,  not  excluding  section. 

To  demonstrate  in  a  more  concrete  and  practical  way, 
the  uterus  is  usually  the  organ  first  considered.  Its  posi¬ 
tional  relationship  is  the  first  factor  taken  into  account. 
Then  follows  the  determination  of  condition  of  its  asso¬ 
ciate  ovaries  and  tubes.  If  there  are  no  contraindications 
of  the  kind  heretofore  specified,  existing  adhesions  are 
broken  up  in  the  manner  indicated.  Whether  such  have 
existed  or  not,  misplacements  are  corrected  by  manual 
effort.  If  uterin  hypertrophy,  or  inflammation,  or  other 
degenerative  change  exists  within  a  degree  amenable  to  the 
proposed  manipulation,  the  first  step  is  to  thoroughly 
divulse  the  cervix  so  as  to  admit  the  index  finger.  The 
end  of  the  latter  is  used  as  a  fulcrum  upon  which  to  bend 
the  uterus  and  favor  the  correction  of  existing  flexion. 
By  it,  too,  the  endometrium  is  subjected  to  the  necessary 
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friction,  and  exuberant  manifestations  interrupted.  In 
this  connection  it  is  interesting  to  note  the  growing  ten¬ 
dency  to  the  use  of  the  linger  instead  of  the  much  abused 
curette,  in  most  cases  requiring  analogous  action.  The 
linger  is  likewise  used  as  a  director  and  for  counter¬ 
pressure.  The  uterus  is  forcibly  dilated,  twisted,  com¬ 
pressed  and  crushed  to  an  extent  indicating  complete 
subservience  of  its  circulatory  and  nutritional  forces,  and 
such  as  insures  an  alteration  of  the  formative  direction 
of  structural  energy  and  a  possible  change  in  the  struc¬ 
tural  center  of  gravity.  All  the  ligamentous  tissues  are 
likewise  picked  out  and  brought  as  nearly  as  possible 
within  the  focus  of  severe  manual  attrition.  The  vaginal 
structures  and  the  general  peritoneal  involvement  are 
necessarily  brought  within  the  domain  of  these  move¬ 
ments,  and  participate  in  the  tentative  injuries  inflicted — 
the  sum  total  of  which  is  that,  from  being  a  flabby,  atonic 
collection  of  tissue  formations,  the  pelvic  organs  generally 
take  on  a  lively,  sensitive  character,  a  condition  of  passive 
congestion  is  superseded  by  that  of  an  active  character, 
and  strength  and  erectility  follow  the  resulting  accumu¬ 
lation  of  organizing  elements  and  circulatory  energy. 
Severe  bruising  favors  effusion  and  interstitial  solidity, 
under  favorable  after-conditions,  and  that  equilibrium  of 
pressure  which  is  nowadays  recognized  as  the  force  which 
maintains  the  pelvic  organs  in  their  normal  position,  in¬ 
stead  of  any  system  of  direct  suspension. 

The  natural  corollary  of  the  method  thus  far  advocated 
is  provisional  retention  in  position  of  the  organs  involved. 
This  can  be  accomplished  satisfactorily  by  the  simple 
means  of  pessaries  and  vaginal  tamponade.  When  prop¬ 
erly  applied  they  answer  every  purpose.  They  are  rightly 
applied  only  when  they  steadily  and  unrelentingly  main¬ 
tain  the  uterus  and  its  associate  organs  in  their  proper 
jDosition  during  the  jDeriod  of  reconstruction  and  adjust¬ 
ment  following  the  manipulations.  The  Hodge  pessary 
has  proved  a  valuable  adjunct,  as  likewise  the  intra- 
uterin  stem  when  made  to  project  sufficiently  beyond  the 
os  externum  to  receive  the  upward  pressure  of  the  vaginal 
pack.  This  last  mentioned  is  the  most  usefid  of  all,  and 
should  be  kept  steadily  in  place,  with  necessary  changes 
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for  cleanliness,  for  at  least  ten  to  fourteen  days.  Existing 
pain  may  be  controlled  by  the  use  of  anodynes.  Nothing 
short  of  the  firmest  fixation  will  suffice  to  secure  the 
needed  result  of  stability  in  reformative  action  and  posi¬ 
tion.  The  manner  of  tamponing  is  of  importance,  in 
order  to  secure  the  greatest  elevation  of  the  organs  con¬ 
sistent  with  normal  requirements.  Instead  of  packing  the 
vagina  full  of  wool  or  gauze  so  as  to  create  enormous 
distention  in  all  directions,  the  introduction  of  one  or 
other  of  these  substances  should  be  made  in  laps  or  folds 
of  a  long  strip,  pressed  during  introduction  against  the 
posterior  wall  of  the  passage,  beginning  high  up  in  its 
vault.  An  excellent  way  is  to  thread  the  folds  of  gauze 
on  a  stiff  wire,  the  upper  end  of  which  represents  a  ring 
to  be  thrown  about  the  uterin  cervix.  The  lower,  sharp 
end  is  readily  covered  finally  by  thick  layers  of  gauze 
over  it.  This  mode  of  tamponing  is  much  more  effective 
than  any  other  for  the  purposes  in  hand.  The  packing 
in  this  way  keeps  the  uterus  and  adnexa  in  almost  fault¬ 
less  position,  while  it  does  not  distressingly  distend  the 
vagina  nor  oppress  the  bladder,  and  gives  all  the  mechan¬ 
ical  stimulation  desired  for  the  former.  A  sore  vagina 
temporarily  is  no  disadvantage,  but  usually  results  in  a 
thicker,  more  erectile  and  supporting  structure.  In  fact, 
a  distention  not  too  great  nor  too  long  continued  is  itself 
a  distinct  advantage  in  most  instances,  inviting  as  it  does 
subsequent  bulk  and  radiation  of  pressure.  The  vagina 
naturally  participates  in  the  regenerative  structural 
changes  which  follow  severe  handling,  and  we  find  its 
skeletal  connective  substance  improved  in  tone  and  use¬ 
fulness. 

Will  states  that  he  is  speaking  from  no  mean  degree 
of  experience,  when  he  says  that  in  a  large  proportion  of 
cases  of  pelvic  disorder  complete  health  may  be  attained 
by  resort  to  the  methods  he  advocates.  Chronic  inflamma¬ 
tion,  neuralgia  and  other  kinds  of  morbid  changes  in  the 
ovaries  and  other  structures  may  be  favorably  affected 
and  more  effectually  subdued  by  resort  to  compression, 
stretching  and  friction,  sufficient  in  degree  to  produce 
radical  changes  in  structure  and  renewed  nervous  and 
vascular  activity. 
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Diet  for  Gynecologic  Patients.  Diet  in  relation  to 
gynecologic  practice  lias  been  studied  clinically  by  A. 
Theilhaber.1  Noting  the  general  complaint  that  nowadays 
the  majority  of  well-to-do  women  have  pelvic  ailments, 
he  says  that  it  is  certainly  true  that  many  more  women  of 
the  upper  classes  consult  the  gynecologist  to-day  than  for¬ 
merly.  Not  that  organic  affections  are  more  frequent,  but 
surely  the  pelvic  conditions  interrelated  with  nervous  dis¬ 
orders  are  on  the  increase.  (A  considerable  list  of  these 
were  quoted  from  Theilhaber  in  our  last  volume  of  the 
Year-Book. — Ed.)  Not  seldom  these  neuroses  are  caused 
through  abnormal  gratification  of  the  sexual  appetite,  but 
from  the  fact  that  they  occur  mostly  among  the  class 
which  eats  and  drinks  too  well,  Theilhaber  believes  that 
this  last  factor  has  much  to  do  with  the  increase  of  pelvic 
neuroses.  It  has  been  not  infrequently  stated  that  under¬ 
nourishment  is  the  cause  of  these  ailments,  but  Theil- 
haber’s  observations  lead  him  to  believe  that  they  are 
caused  on  the  contrary  more  by  overnourishment,  with 
a  diet  largely  albuminous  which  is  irritating  to  the  nervous 
system. 

Acting  on  the  belief,  Theilhaber  in  the  last  3  years 
has  recommended  to  some  300  appropriate  cases  a  diet 
very  limited  as  to  albuminous  material.  The  typical  case 
most  demanding  this  treatment  is  one  in  which  there  is 
complaint  of  neuralgic  pains  in  the  back  and  pelvic  regions 
and  in  which,  on  examination,  he  finds  comparatively 
insignificant  abnormalities  of  the  pelvic  organs.  These 
findings  may  be  versions  and  flexions  of  the  uterus,  slight 
enlargements  and  displacements  of  the  ovaries,  erosions 
of  the  cervix,,  etc.  In  gynecologic  practice  generally  these 
are  frequently  diagnosed  as  the  cause  of  the  pain.  But 
the  fact  that  the  patient  by  change  of  her  mode  of  life 
or  environment,  or  through  mental  diversion  finds  her 
symptoms  disappearing,  is  proof  that  the  pain  is  of  neu¬ 
ralgic  origin.  Women  of  the  better  classes,  suffering  from 
these  conditions,  says  Theilhaber,  frequently  change  their 
physicians  as  often  as  they  change  their  cook  and  are 
only  to  be  really  relieved  by  changing  their  mode  of  life. 


(1)  Muenchener  medizinische  TVochenschrift,  May  26,  1903. 
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The  results  of  a  practically  vegetarian  diet  has  given 
Theilhaber  very  satisfactory  results.  He  also  rules  out  all 
forms  of  alcohol,  but  since  only  a  small  number  indulge 
in  it,  it  was  not  much  of  a  factor  in  his  series.  Among 
specific  conditions  which  he  has  seen  specially  benefited 
by  this  treatment  are  the  following:  Neuroses  of  the 
bladder,  including  nervous  frequency  of  micturition,  ner¬ 
vous  incontinence  of  urine  and  the  neurotic  enuresis  of 
young  girls.  Nervous  insomnia  and  obstinate  headaches 
of  this  type  he  has  also  seen  disappear  during  this  treat¬ 
ment.  Special  indication  for  the  limitation  of  albuminous 
food  are  the  climacteric  complaints  whether  occurring 
naturally  at  the  menopause  or  induced  by  operation.  In 
the  majority  of  such  cases,  Theilhaber  finds  that  a  vege¬ 
tarian  diet  promptly  reduced  the  unpleasant  symptoms. 
Extremely  favorable  results  he  has  also  seen  in  3  cases  of 
pruritus  vulvse  et  perinei.  Betterment  was  seen  in  a  few 
weeks  and  complete  cure  in  a  few  months.  Improvement 
of  the  nervous  system  through  this  diet  very  frequently 
means  lessening  of  the  cramps  in  slight  cases  of  dysmen¬ 
orrhea. 

The  large  class  of  cases  suffering  from  obstipation, 
flatulence  and  anomalies  of  the  activities  of  the  intestines 
are  frequently  best  helped  by  a  vegetarian  diet,  carefully  . 
selected  according  to  the  needs  of  the  patient.  The 
objection  that}  much  more  gas  is  formed  in  the  intestines 
from  a  vegetarian  diet  does  not  hold  true  if  careful 
selection  is  made  of  foods  according  to  their  qualities. 

Theilhaber  has  considered  the  point  made  by  others 
that  a  vegetarian  diet  acts  only  through  suggestion  and 
believes  that  little  truth  exists  in  this  statement.  He  has 
seen  definite  physical  changes,  such  as  slowing  of  the 
pulse,  result  from  the  treatment,  and  it  seems  altogether 
plausible  to  believe  that  neuralgia  of  toxic  origin  as  well 
as  hemorrhages  from  circulatory  disturbances  in  the 
uterus,  etc.,  may  be  influenced  by  the  method  he  advo¬ 
cates.  . 

In  his  article  Theilhaber  considers  the  usual  objections 
which  are  offered  against  a  vegetarian  diet,  for  instance 
its  uniformity,  its  large  volume,  etc.,  but  thinks  these 
may  all  be  eliminated  if  one  will  give  some  little  con- 
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sideration  to  the  understanding  of  the  diet.  At  any  rate 
six  months  of  treatment  must  be  undertaken  for  a  trial. 
When  the  patient  has  been  accustomed  to  considerable 
albuminous  food  he  reduces  the  quantity  very  gradually. 
Indeed,  the  whole  method  is  not  so  simple  as  would  appear 
at  first  sight.  To  be  successful  one  must  give  it  some 
little  study.  In  Germany  during  the  last  few  years  there 
has  grown  up  a  considerable  literature  embodying  re¬ 
search  in  this  domain  of  dietetics. 

Anesthesia. 

Anesthesia  suitable  for  gynecologic  operations  should 
be  specially  studied,  according  to  H.  Fuchs,1  because : 

(1)  More  frequently  than  in  general  surgery  the  operator 
has  to  deal  with  a  more  or  less  exsanguinated  patient ; 

(2)  in  a  large  percentage  of  cases  the  operation  is  not  of 
a  life  saving  nature;  (3)  in  some  cases  narcosis  is  for 
diagnostic  or  exploratory  purposes  only;  finally,  (4)  lap¬ 
arotomy  in  gynecologic  work  is  very  frequently  under¬ 
taken. 

These  peculiarities  of  gynecologic  surgery  specially 
demand,  of  course,  that  the  anesthetic  shall  not  endanger 
life  out  of  proportion  to  the  operative  procedure  and  that 
the  heart  shall  not  be  so  affected  by  the  narcosis  that 
weakness  from  hemorrhage  and  shock  from  laparotomy 
shall  be  greatly  augmented.  For  meeting  thus  these  rational 
indications  for  gynecologic  practice,  Fuchs  has  recently 
studied  in  300  cases  Witzel’s  method  of  ether  drop  nar¬ 
cosis.  Half  an  hour  before  the  ether  is  given,  from  1-6  to 
1-3  of  a  grain  of  morphin  is  given  hypodermically.  An 
ordinary  chloroform  mask  works  satisfactorily  and  the 
ether  is  dropped  on  it  so  that,  from  30  to  60  grams  are 
used  in  the  10  or  20  minutes  which  are  necessary  for  the 
full  anesthesia  which  comes  on  with  marked  absence  of 
unpleasant  svmptoms.  Fuchs’  conclusions  are  that  on 
account  of  absence  of  unpleasant  complications  both  dur¬ 
ing  and  after  narcosis  and  on  account  of  minimum  of 


(1)  Munchener  medicinische  Wochenschrift,  Nov.  17,  1903. 


GENERAL  PRINCIPLES. 


34 

danger  presented,  this  method  of  anesthesia  is  specially 
indicated  in  gynecologic  operations. 

Vaginal  Operations  Without  Anesthesia.  Three  cases 
of  vaginal  operations  upon  the  uterus  performed  without 
general  anesthesia  are  recorded  by  V.  Frommer  from 
Gottschalkfs  clinic.1  The  results  were  very  satisfactory, 
suffering  being  very  slight.  A  half  hour  before  operation 
the  patients  received  morphin  1-6  grain.  Frommer 
thinks  from  their  experience  that  it  is  unnecessary  to 
inject  Schleich  solution  into  the  broad  ligament,  as  Gra- 
denwitz  recommends,  because  practically  no  pain  was 
observed  in  working  upon  the  broad  ligament.  It  is  much 
more  desirable,  he  believes,  to  inject  before  beginning  the 
operation  a  weak  Schleich  solution  into  the  perineum 
and  the  region  of  the  vulva.  When  general  anesthesia 
is  contraindicated  it  thus  seems  that  vaginal  operations 
need  by  no  means  be  foregone. 

Local  Anesthesia  in  Gynecology.  The  new  method  of 

producing  anesthesia  by  hypodermic  injections  of  mor¬ 
phin  and  scopolamin  have  been  investigated  from  the 
standpoint  of  gynecologic  surgery  by  S.  Flatau.2  In 
a  series  of  17  cases,  this  method  of  narcosis  was  partially 
used  for  major  operations  by  the  injection  of  a  single  dose 
before  such  an  operation,  which  was  then  conducted  under 
the  usual  ether  or  chloroform  narcosis.  The  result  was 
that  considerably  less  of  the  usual  anesthetic  was  neces¬ 
sary,  but  post-operative  vomiting  was  by  no  means  done 
away  with. 

Another  series  of  30  cases  of  minor  operative  work 
was  undertaken,  after,  in  each  case,  a  series  of  three 
injections,  which  according  to  Korff  is  sufficient  with¬ 
out  further  narcosis.  In  22  of  the  cases  the  method  suc¬ 
ceeded  admirably.  In  the  others,  slight  amounts  of  the 
usual  anesthetics  had  to  be  given.  In  none  of  the  cases 
was  there  any  post-operative  vomiting.  In  one  case,  that 
of  the  removal  of  a  submucous  myoma  from  an  apparentlv 
healthy  patient,  death  ensued  in  8  hours  from  weakness  of 
the  heart. 


(1)  Zentralblatt  fiir  Gynakologie,  Nov.  7.  1903. 

(2j  Munchener  medicinischer  Wochenschrift,  July  14,  1903. 
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Now,  taking  the  cases  which  have  been  carefully  re¬ 
ported  in  the  literature,  Flatau  finds  that  there  have  been 
3  deaths  in  280  anesthesias.  So  the  author  finally  con¬ 
cludes  that  in  the  general  province  of  medicine  and 
surgery,  the  use  of  morphin-scopolamin  narcosis  is  ex¬ 
tremely  dangerous  and  ill-advised. 

The  Gynecologic  Operation. 

Ideal  Conditions  for  Operation.  A  very  interesting 

and  instructive  article  for  the  operating  surgeon  is  pre¬ 
sented  by  H.  D.  Beyea.1  It  details  exactly  the  technic 
of  abdominal  operations  as  practiced  at  the  Gynecean 
Hospital  in  Philadelphia.  This  is  a  hospital  especially 
devoted  to  this  class  of  surgery  and  in  it  the  most  strin¬ 
gent  precautions  are  undertaken  to  insure  the  success  of 
every  operation.  These  precautions  appear  to  be  amply 
justified  in  Beyea’s  report  of  93  consecutive  celiotomies 
without  a  death,  the  operation  in  nearly  every  case  having 
been  performed  for  the  relief  of  severe  abdominal  or  pelvic 
conditions.  What  is  even  more  remarkable,  Beyea  reports 
that  in  not  a  single  case  of  the  whole  series  has  there  been 
any  infection  of  the  abdominal  incision,  any  hemorrhage 
into  the  tissues  nor  ventral  hernia.  No  patient  has  re¬ 
turned  for  operation  and  all  were  relieved  of  symptoms. 
The  paper  as  a  whole  might  be  advantageously  read,  but 
is  too  long  to  be  introduced  here.  The  following  are 
some  of  the  interesting  points  taken  from  the  detailed 
account  of  the  extraordinary  precautions  resorted  to,  to 
insure  success. 

Unless  immediate  operation  is  indicated,  the  patient  is 
kept  in  the  hospital  from  3  days  to  a  week  before  oper¬ 
ation,  for  the  purpose  of  gaining  accurate  information 
in  regard  to  her  local  and  general  conditions  and  also 
for  the  purpose  of  building  up  the  patient’s  strength. 
A  more  favorable  mental  attitude  of  confidence  and 
familiarity  with  the  surroundings  is  also  induced  by  this 
waiting  period.  Tonic  and  eliminative  treatment  is  always 
indicated  at  this  time.  The  immediate  preparation  of  the 


(1)  American  Medicine,  March  7,  1903. 
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abdomen  and  vagina  for  operation  is  that  undertaken  in 
most  hospitals,  only  it  is  done  with  great  thoroughness. 
Beyea  also  gives  an  account  of  the  preparation  of  towels, 
dressings,  ligatures,  water,  instruments,  etc.  The  night 
preceding  operation  the  walls,  floors  and  ceilings  of  the 
operating  room  are  flushed  from  top  to  bottom  with  a 
hose,  mopped  with  a  wet  cloth  and  wiped  throughout  with 
a  solution  of  mercuric  chlorid  (1:1,000).  The  room  is 
then  closed  and  not  opened  until  the  beginning  of  the 
immediate  and  final  preparation  of  the  apparatus.  No 
one  enters  the  operating  room  after  the  primary  cleansing, 
except  those  prepared  to  assist  at  the  operation.  When 
operation  is  performed  upon  a  patient  who  has  any  infec¬ 
tious  process  or  if  there  is  a  possibility  of  this,  a  formalin 
gas  sterilization  is  practiced  before  the  operating  room  is 
used  again.  Likewise,  any  recovery  room  or  private  room 
is  disinfected  in  this  way  after  being  occupied  by  any 
patient  having  an  infection. 

A  diagram  of;  the  position  of  the  nurses  and  assistants 
is  given.  The  operator,  assistant  and  nurses  take  a  daily 
bath,  and  each  morning  of  operation  the  hands,  arms, 
shoulders  and  axillas  are  scrubbed  in  the  bath  as  though 
preparing!  for  operation ;  the  hair  is  also  washed  in  this 
bath.  Under  no  circumstances  do  they  attend  any  patient 
suffering  with  an  infectious  or  septic  condition.  If  they 
have  done  so,  they  are  not  allowed  to  assist  at  an  oper¬ 
ation  for  from  a  week  to  10  days,  during  which  time  they 
practice  sterilization  of  the  hands  thoroughly  once  daily, 
not  in  the  hospital,  and  when  they  assist  again  it  is 
imperative  that  they  wear  rubber  gloves. 

Preparation  of  the  hands  and  arms  includes  scrubbing 
them  energetically  for  at  least  20  minutes,  then  steriliza¬ 
tion  by  the  potassium  permanganate  and  oxalic  acid 
method  and,  finally,  the  use  of  hot  1 :1,000  bichlorid  solu¬ 
tion.  During  the  operation,  the  handling  of  tissue  is 
avoided  as  much  as  possible.  Blood  and  possibly  remain¬ 
ing  shreds  of  tissues  are  removed  by  irrigation  with  hot 
normal  salt  solution  just  before  the  abdominal  wound  is 
closed.  Before  the  last  2  cm.  of  the  peritoneal  incision 
is  closed,  one  litre  of  salt  solution  is  introduced  and 
allowed  to  remain  in  the  abdominal  cavity. 
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No  door  is  opened,  nor  person  allowed  to  leave  the 
operating  room,  until  the  final  dressing  and  binder  are 
applied.  Rubber  gloves  are  always  worn  by  the  assistants 
and  by  the  operator  when  pus  or  infection  is  suspected. 
Rigid  carefulness  is  still  continued  after  the  operation. 
A  small  dose  of  morph  in  is  usually  given  and  repeated 
if  necessary.  Purgation  is  begun  at  the  end  of  twelve 
hours  by  repeated  doses  of  calomel.  An  enema  is  given 
soon  afterwards,  if  necessary.  During  the  first  24  hours 
the  urine  is  drawn  antisepticallv  every  8  hours,  after  that 
voluntary  control  is  urged.  The  bowels  usually  move  at 
the  end  of  24  hours  and  food  is  then  administered.  The 
patient  is  kept  on  her  back  for  4  days  and  then  allowed  to 
turn  on  her  side,  unless  there  are  special  contraindications. 
Drainage  tubes  or  gauze  drains  are  removed  at  the  end. 
of  24  hours,  unless  the  bowel  has  been  injured,  when  they 
remain  for  three  days.  A  soft  rubber  tube  replaces  the 
drain  for  two  days,  being  removed  in  sections  to  allow 
the  tract  to  be  obliterated  from  the  bottom. 

The  first  dressing  is  made  and  the  sutures  removed  on 
the  fourteenth  day  after  operation.  All  patients  are  kept 
in  bed  for  three  weeks,  allowed  to  sit  up  in  bed  for  two 
days,  then  get  out  of  bed  and  leave  the  hospital  three  or 
four  days  later,  or  as  soon  as  they  are  sufficiently  strong. 

The  abdominal  incision  in  every  case,  except  five  in 
which  drainage  was  introduced,  was  closed  by  the  layer 
method;  the  peritoneum  with  a  continuous  fine  catgut 
suture,  the  fascia  of  the  recti  muscles  with  a  larger  size 
continuous  catgut  suture,  and  the  skin  with  a  fine  silk 
intracutaneous  suture.  In  the  five  cases  in  which  drainage 
was  necessary  the  incision  was  closed  with  the  “through- 
and-through”  silkwormgut  suture,  catgut  being  employed 
to  suture  the  fascia.  A  gauze  condom  drain  (the  Mikulicz 
drain  surrounded  by  a  tube  of  rubber  tissue)  was  used 
in  all  these  cases. 

Fatal  Results  of  Pelvic  Operation.  An  analysis  of  com¬ 
mon  causes  of  death  following  pelvic  and  abdominal  oper¬ 
ations  is  presented  by  J.  Price,1  not  because  he  personally 


(1)  American  Journal  of  Obstetrics,  November,  1903. 
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lias  a  liigli  rate  of  mortality,  but  rather  because  he  has 
been  able  to  avoid  this. 

Use  of  the  open  treatment,  that  is,  extensive  drainage 
with  considerable  packing,  in  desperate  cases  of  suppu¬ 
ration,  Price  believes  to  be  one  of  his  best  safeguards. 
Others  following  his  example  report  equally  favorable 
results  in  cases  similar  to  those  which  they  used  to  lose. 

Having  work  done  by  a  well  trained  man  to  whom  con¬ 
ditions  and  procedures,  hopeless  to  the  average  operator 
in  the  small  town  or  village,  would  be  perfectly  simple, 
is  another  safeguard.  The  establishment  of  hospitals  in 
our  small  villages  gives  a  higher  mortality  to-day  than 
we  ever  before  had  in  the  history  of  the  specialty  of 
abodminal  surgery. 

Incomplete  abdominal  procedures  upon  which  a  second 
operation  has  to  be  done  is  the  cause  of  considerable  mor¬ 
tality.  For  instance,  Price  recently  lost  a  case  in  which 
one  diseased  ovary  and  tube  had  been  removed  and  the 
organs  on  the  other  side  left  in  bad  condition. 

Deaths  from  gauze  sponges  left  in  the  abdomen  are  only 
too  common.  Two  recently  occurred  in  Philadelphia. 

Good  nursing  keeps  mortality  down.  Constant  bedside 
care  after  the  operation  is  not  found  in  many  institutions. 
Well  educated  nurses  are  capable  of  doing  great  good  for 
the  patient. 

The  anesthesia  is  of  great  importance  and  Price  be¬ 
lieves  that  the  anesthetist  is  of  more  importance  than  the 
question  of  the  choice  of  either  chloroform  or  ether. 

The  use  of  commercially  prepared  materials,  especially 
ligatures,  Price  deplores.  He  believes  that  hospital  prepa¬ 
ration  of  material  by  trained  men  is  safe  and  rarely  gives 
mortality.  Silk  and  silkworm  gut,  Price  advocates  as 
the  safest  and  strongest  of  all  materials. 

Cleanliness  and  everlasting  vigilance  in  cleanliness  in 
patient,  nurse,  operator  and  environs  from  the  very  in¬ 
ception  of  an  operation  decreases  infection  and  its  mor¬ 
tality. 

In  discussion  Price  added  testimony  to  the  value  of 
operations  done  in  the  morning  before  any  contamination 
from  the  daily  work  took  place.  The  operative  work 
should  be  done  after  baths  and  douches  and  a  small  break- 
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fast.  In  the  morning  surgeons  are  clean  and  their  mental 
condition  is  the  best  and  early  operations  do  not  prolong 
the  anxiety  of  their  patients.  Price  quoted  Tait  as  oper¬ 
ating  at  an  early  hour  with  a  mortality  of  3  3-10  per  cent 
and  at  2  p.  m.  with  a  mortality  of  8  5-10  per  cent.  The 
comparative  work  of  other  operators  shows  the  same  per 
cent. 

Foreign  Bodies  Left  in  Abdomen.  A  series  of  new 
cases,  composing  87  in  number,  of  foreign  bodies  left  in 
the  abdominal  cavity  after  operation  has  been  gathered 
by  F.  von  Neugebauer.1  He  adds  this  series,  it  is  inter¬ 
esting  to  note,  to  the  108  cases  published  in  1900  by 
himself,  when  he  was  called  as  an  expert  to  witness  in 
a  legal  case  involving  this  question  of  a  foreign  body 
being  left  post-operatively  in  the  abdomen.  Of  course, 
this  total  of  195  cases  does  not  by  any  means  represent 
the  whole  number  of  cases.  Many  of  them,  for  obvious 
reasons,  are  never  published  and  in  some  instances  a  diag¬ 
nosis  of  the  oversight  is  never  made. 

In  spite  of  all  the  devices  that  operators  have  suggested 
for  preventing  the  leaving  of  foreign  bodies  at  the  con¬ 
clusion  of  an  operation,  it  seems  that  it  is  practically 
impossible  to  prevent  occasional  accidents  of  the  kind. 
The  oversight  has  occurred  in  the  practice  of  many  of  the 
very  best  operators.  Neugebauer  apparently  believes  that 
by  great  care  the  accidents  can  be  reduced  to  a  minimum, 
but  doubts  if  they  can  be  altogether  eliminated. 

Operations  in  Diabetics.  To  what  extent  gynecologic 
operations  may  be  performed  in  patients  suffering  from 
diabetes  mellitus  is  discussed  by  H.  Filth2  in  the  light 
of  three  cases  undertaken  at  the  Leipzig  clinic.  All  I  he 
cases  were  complications  of  cervical  carcinoma  with  dia¬ 
betes,  in  each  the  operation  was  undertaken  without  a 
previous  period  of  strict  anti-diabetic  diet,  in  each  case 
diabetic  coma  ensued  in  from  6  to  8  days  with  fatal  result. 
The  danger  did  not  prove  to  be  wound  infection,  which 
many  authors  assert  as  chief  cause  for  alarm,  this  being 
ruled  out  by  the  post-operative  run  of  the  cases,  which 


(1)  Zentralblatt  fur  Gyniiltologie,  Jan.  24,  1904. 

(2)  Deutsche  mediciniscke  Wochenschrift,  Jan.  22,  29,  Feb.  5,  1903. 
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was  smooth  until  coma  set  in,  and  by  the  post-mortem 
findings.  In  two  of  the  operations  general  and  in  one  lo¬ 
cal  anesthesia  was  used.  Judging  from  these  cases  and 
from  a  review  of  the  literature,  Fiith  concludes  that  an 
operation  on  a  diabetic  is  always  a  very  serious  affair.  No 
operation  is  justifiable  in  such  a  case,  unless  for  an  ail¬ 
ment  which  makes  life  positively  unbearable  or  which 
threatens  to  be  fatal  of  itself  in  a  short  time.  In  case  an 
operation  seems  absolutely  necessary,  then  a  strict  treat¬ 
ment  from  the  standpoint  of  internal  medicine  should  be 
undertaken  for  some  time  previously.  This  will  render 
coma  less  likelv  and  will  improve  the  low  resistance  of  the 
tissues  ta  infection. 

The  well-known  part  which  psychic  disturbances  play  in 
inducing  diabetes  should  be  taken  into  account  and 
avoided  if  possible.  The  patient  should  be  made  trustful 
of  the  outcome,  should  be  prevented  from  worrying  and 
from  anything  like  mental  shock  in  connection  with  the 
operation.  If  possible  general  anethesia  should  be  avoided. 
As  soon  as  possible  after  the  operation  nourishment  should 
be  given ;  perhaps,  in  cases  of  post-operative  vomiting,  rectal 
feeding  should  be  resorted  to  until  the  vomiting  has 
stopped.  A  diabetic  is  always  undernourished  and  conse¬ 
quently  has  no  large  stock  to  draw  from. 

Beport  of  Vaginal  Work.  A  report  of  three  years  of 
operative  work  per  vaginam  is  made  by  H.  Moffat.1 

Anterior  Sections. — Shortening  the  round  ligaments  for 
retroversion,  11;  exploratory  with  breaking  up  of  adhe¬ 
sions,  2 ;  myomectomy,  2 ;  resection  of  ovary,  1 ;  single 
oophorectomy,  3;  double  oophorectomy,  2;  total,  21  opera¬ 
tions,  with  no  deaths. 

Posterior  Sections. — Single  oophorosalpingectomy,  21; 
double  oophorosalpingectomy,  8;  drainage  for  (a)  pelvic 
abscess,  10;  (b)  puerperal  sepsis,  6;  ( c )  pelvic  hematocele, 
5;  ( d )  salpingitis,  2;  exploratory  operations,  2;  total,  54 
operations,  with  2  deaths,  giving  a  mortality  of  3.75  per 
cent. 

Hysterectomies. — Performed  for  complete  procidentia 
uteri,  7 ;  puerperal  sepsis,  3 ;  double  pyosalpinx,  3 ;  uterin 


(1)  Medical  Record,  Dec.  5,  1903. 
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fibroma,  2 ;  double  pyosalpinx  and  uterin  fibroma,  1 ;  car¬ 
cinoma  uteri,  3;  total,  19  cases,  with  G  deaths,  giving  a 
mortality  of  31.6  per  cent.  In  all  but  one  of  the  operations 
the  angiotribe  was  used,  in  the  one  case  clamps.  The 
deaths  were  in  cases  of  puerperal  sepsis,  2 ;  uterin  fibroma, 
2;  carcinoma  uteri,  1;  double  pyosalpinx,  1. 

The  conclusions  reached  by  Moffat  and  his  colleagues 
upon  the  basis  of  the  above  operations  are  summarized  as 
follows : 

1.  The  anterior  vaginal  route  is  most  useful  to  reach 
and  operate  upon  the  round  ligaments  in  cases  of  retrover¬ 
sion  of  the  uterus  or  procidentia ;  also  for  removal  of  small 
fibroids,  either  subperitoneal  or  pediculatcd,  or  for  con¬ 
servative  work  on  the  ovaries  and  tubes,  or  for  removal  of 
these  organs. 

2.  The  posterior  incision  is  most  useful  for  drainage  in 
cases  of  pyosalpinx,  salpingitis,  pelvic  abscess,  some  cases 
of  tubal  pregnancy  with  hematocele  and  puerperal  sepsis, 
either  with  or  without  involvement  of  the  tubes;  for 
oophorosalpingectomy,  when  the  ovary  is  held  backward 
and  downward  by  old  adhesions,  and  even  in  some  cases 
of  acute  general  septic  peritonitis. 

The  more  he  sees  of  this  work  the  more  is  he  impressed 
with  the  important  truth  that  no  pus  tube  should  be  at¬ 
tacked  by  any  other  route  than  by  the  vagina. 

Drainage  after  Laparotomy. --From  his  extensive  ex¬ 
perience  (1555  laparotomies  in  the  last  6  years)  R.  Ols- 
hausen1  speaks  strongly  against  drainage  of  the  abdominal 
cavity  in  any  but  the  most  unusual  conditions.  He  tells 
of  114  cases  in  which  he  did  not  drain,  where  according 
to  the  views  of  numerous  operators,  drainage  was  indicated. 
Of  these  cases  65  were  instances  where  pus  escaped  into 
the  abdominal  cavity  during  operation;  56  of  these  were 
cases  of  pyosalpinx  complicated  with  pyovarium  and  with 
parametric  abscesses.  Nine  of  these  cases  died  from  sepsis. 
Eight  were  cases  of  multiple  abscesses  of  the  peritoneum 
or  of  acute  peritonitis,  of  these  5  died.  With  a  Trendelen¬ 
burg  position,  Olshausen  thinks  sufficient  drainage  is  ac- 


(1)  Zeitschrift  fur  Geburtshilfe  und  Gyniikologie,  Bd.  48,  lift.  2. 
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eomplished  from  tlie  pelvis.  If  the  infectious  material  is 
among  the  intestines,  there  is  no  necessity  of  drainage. 

In  10  cases  Olsliausen  found  it  necessary  to  leave  in  the 
abdomen  pieces  of  malignant  tumor.  He  did  not  drain  in 
these  cases,  because  he  believes  that  infection  would  be  car¬ 
ried  to  the  tumor  remains  rather  than  from  them.  His 
cases  with  one  exception  got  well  and  this  one  died  from 
cachexia  in  the  sixth  week. 

In  18  cases  some  of  the  contents  of  cysts  remained  in 
the  abdominal  cavity;  only  one  of  these  died  and  that  case 
from  inanition.  Under  such  circumstances  Olsliausen 
maintains  that  drainage  is  not  only  unnecessary,  hut  dan¬ 
gerous. 

Wounds  made  in  the  bladder  or  intestine  during  opera¬ 
tion  are  readily  repaired  by  thorough  suturing  and 
consequently  drainage  is  superfluous.  Three  cases  where 
the  bladder  was  torn  all  recovered  smoothly,  and  only  seven 
deaths  occurred  in  15  cases  where  the  intestine  was  badly 
injured. 

Olsliausen  uses  the  various  common  methods  for  preven¬ 
tion  of  the  spread  of  pus  during  operation.  He  packs  care¬ 
fully  around  the  suspected  tumor  with  gauze,  loosens  adhe¬ 
sions  with  great  caution,  and  dries  well  the  field  of  opera¬ 
tion  before  closing  the  abdominal  wound.  This  done,  he 
believes  the  only  indication  for  abdominal  drainage  to 
consist  in  the  necessary  leaving  behind  of  a  pyogenic  area, 
as  for  instance  frequently  occurs  in  operating  for  para- 
tvphlitic  abscesses. 

This  article  by  Olsliausen  is  directly  answered  by  M. 
Hofmeier,1  who  argues  not  for  indiscriminate  drainage,  but 
yet  for  much  greater  extension  of  the  indication  than  Ols- 
hausen  allows.  Hofmeier  gives  figures  from  the  Wurzburg 
clinic  which  tend  to  show  the  value  of  drainage  in  selected 
cases.  Impossible  though  it  is  to  accurately  compare  cases, 
yet  Hofmeier  thinks  it  possible  to  make  some  fair  com¬ 
parison  of  classes  of  cases.  He  selects  the  30  severe  cases 
out  of  216  laparotomies,  to  put  by  the  side  of  the  114  cor¬ 
responding  cases)  cited  by  Olsliausen.  Eight  of  these  were 
treated  with  drainage.  There  was  only  one  death.  This 


(1)  Beitrage  zur  Geburtshilfe  und  Gynakologie,  Bd.  7,  Hft.  2. 
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seems  very  favorable  as  compared  with  Olshausen’s  20  per 
cent  mortality  rate. 

A  contribution  to  the  question  of  tampon  drainage  of 
the  abdominal  cavity  following  laparotomy  is  made  by  A. 
Doderlein.  Out  of  754  laparotomies,  161  were  drained, 
'  21  per  cent.  In  149  cases  tampon  drainage  was  made 
through  the  vagina  and  in  12  cases  the  Mikulicz  drain  was 
used  through  the  abdominal  wall.  The  total  mortality  for 
the  laparotomies  was  3.7  per  cent.  The  593  cases  not 
drained  gave  2.3  per  cent  mortality;  those  drained  vagin- 
ally  8.7  per  cent,  and  one  case  of  those  drained  by  the 
Mikulicz  died.  It  must  be  remembered,  however,  that  the 
drained  cases  "were  severer  operations  and  therefore  the 
mortality  cannot  be  attributed  merely  to  the  drain.  The  re¬ 
sult  of  drainage  is  very  different  according  to  whether  or 
not  the  case  was  infected.  There  was  no  bad  result  from 
draining  cases  of  chronic  pelvic  peritonitis  without  pus. 
The  highest  mortality  came  from  cases  in  which  there  was 
an  acute  infectious  process,  but  even  here  the  ultimate  re¬ 
sult  may  not  have  been  induced  by  the  fact  of  drainage. 

In  another  article  Fehling  gives  his  experiences  with 
drainage  after  laparotomy.  The  indications  for  drainage 
Fehling  gives  as  follows :  If  during  a  laparotomy  pus  is 
encountered  in  great  quantity,  or  if  a  healthy  peritoneum 
is  wanting  over  a  large  surface,  or  if  a  large  connective 
tissue  space  is  open,  then  abdominal  drainage  is  indicated ; 
second,  also  if  a  large  piece  of  pyogenic  or  necrotic  tissue 
has  to  be  left  behind ;  third,  also  if  there  is  parenchymatous 
tissue  left  behind  from  which  hemorrhage  cannot  be  stopped 
by  other  means,  or  if  there  is  venous  oozing  in  the  pelvis ; 
fourth,  also  if  fistulas  are  encountered  in  the  intestine  or 
bladder,  or  if  wounds  are  made  in  the  same. 

In  327  laparotomies  with  a  mortality  of  4.5  per  cent, 
Fehling  drained  36  times;  32  times  with  the  Mikulicz,  4 
times  through  the  vagina.  Fie  operated  on  55  pus  tumors 
of  the  adnexa  with  a  mortality  of  1.8  per  cent  ;  28  of  these 
had  tampon  drainage  with  one  death  and  27  were  not 
drained  with  no  death. 

Vaginal  Drainage.  The  technic  of  vaginal  drainage 
found  most  successful  by  A.  Goldspohn1  for  the  various 
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forms  of  pelvic  infection  indicating  this  treatment,  he 
gives  as  follows :  The  lateral  vaginal  incisions  advocated 
by  Diihrsen,  Goldspohn  holds  to  be  very  injudicious  on  ac¬ 
count  of  experiences  with  damaged  ureters  and  uterin  ar¬ 
teries.  They  are  also  made  unnecessary,  he  says,  by  the 
following  procedures.  After  the  posterior  vaginal  vault 
has  been  exposed  by  retractors  to  the  same  degree  as  for  a 
vaginal  hysterectomy  and  the  posterior  or  both  lips  of  the 
cervix  uteri  have  been  caught  in  a  vulcellum  forceps  and 
drawn  forward,  an  incision,  never  less  than  six  centimeters 
long,  is  made  transversely  from  one  to  two  centimeters  back 
of  the  cervix  and.  equidistant  from  the  median  line,  through 
the  vaginal  wall  into  the  areolar  tissue  beneath  the  peri¬ 
toneum,  but  not  into  it.  This  should  be  done  with  a 
thermo-cautery  because  it  saves  blood  that  those  feeble  pa¬ 
tients  need  badly.  It  enables  one  to  have  a  dryer,  clean 
field  and  often  to  save  time  otherwise  required  for  hemo¬ 
stasis,  and  the  opportunities  for  absorption  of  septic  ele¬ 
ments  into  new  areas  are  much  less.  This  wound  should 
always  be  large  enough  to  insert  at  least  two  fingers  com¬ 
pletely  without  stretching  it.  The  peritoneum  is  opened  by 
a  finger  passed  along  the  posterior  surface  of  the  uterus 
between  the  latter  and  a  forceps  caught  pari  passu  upon 
the  loose  tissues  behind  the  finger.  When  the  abscess  to 
be  evacuated  is  in  the  cul-de-sac  it  is  now  readily  mopped 
out  with  gauze  and  its  walls  are  then  carefully  explored 
with  a  finger  for  any  secondary  or  by-pockets  which  are 
opened  up,  and  to  study  the  configuration  of  the  entire 
cavity  with  reference  to  a  complete  and  even  packing  of 
it.  This  is  made  with  one  very  long  and  continuous  strip 
of  iodoform  gauze,  after  the  cavity  has  been  sponged  out  as 
dry  and  clean  as  possible,  usually  without  irrigation,  un¬ 
less  there  is  absolute  certainty  that  the  general  peritoneal 
cavity  is  securely  walled  off  and  that  no  break  or  defect 
has  been  made  or  discovered  in  that  important  wall  by  the 
previous  digital  exploration  and  manipulation.  Irriga¬ 
tion  is  safe  and  proper  in  exceptional  cases  only,  and  never 
in  the  cases  of  the  following  kind:  where  the  cul-de-sac, 
i.  e.,  opened  peritoneal  cavity,  is  merely  a  vestibule  to  a 
cellular  tissue  or  ovarian  abscess  or  a  tubal  sac,  singly  or 
combined,  which  are  to  be  drained  thus  transperitoneally. 
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Such  tube  sacs  or  laterally  situated  abscesses  are  entered 
with  a  finger  assisted  by  a  forceps  and  are  opened  into 
the  widely  opened  cul-de-sac.  Their  cavities  are  likewise 
explored  with  a  finger  and  packed  very  carefully  and  solidly 
with  iodoform  gauze,  after  all  friable  portions  or  septa  in 
them  have  been  broken  down  and  the  cavities  sponged  out 
dry  with  suitably  curved  forceps.  The  cul-de-sac  is  then 
also  packed  to  procure  eventually  a  continuous  extraperi- 
toneal  channel  outward,  and  as  large  or  thick  a  wad  of 
gauze  as  possible  is  placed  through  the  opening  in  the  va¬ 
ginal  vault  into  the  vagina.  These  deeper  packings  are 
never  disturbed  in  less  than  a  week’s  time,  and  when  a  pus 
tube  has  been  packed,  not  until  after  ten  days,  unless  a 
rise  of  temperature  should  indicate  a  retention  of  wound 
secretions  in  the  parts.  The  iodoform  gauze  packing  in 
the  vagina,  however,  is  renewed  every  two  or  three  days. 
At  the  time  of  removal  of  the  deep  packings,  the  cavities 
are  washed  out  thoroughly  and  then  repacked  more  loosely. 
This  is  repeated  usually  once  or  twice  at  intervals  of  two 
or  three  days,  and  after  that  usually  simple  antiseptic  va¬ 
ginal  douches  are  given  twice  a  day  until  the  supravaginal 
cavities  are  obliterated. 

Trendelenberg  Position.  Some  dangers  of  the  Trendel- 

enberg  position  have  been  discussed  by  Kraske1  and  others. 
Paralysis  of  the  anterior  tibial  nerve  due  to  compression 
and  emphysema  of  the  abdominal  walls  due  to  post-opera¬ 
tive  infiltration  of  air  left  in  the  abdominal  cavity  are  well 
recognized,  but  Kraske  adds  that  circulatory  trouble  is 
likely  to  arise  from  this  position  when  the  patient  is  obese. 
He  believes  that  in  2  of  his  cases  death  was  directly  or  in¬ 
directly  brought  about  by  a  forced  dilatation  of  the  heart 
ensuing  from  augmentation  of  the  nervous  tension  pro¬ 
duced  by  this  position. 

He  recommends  then  that  this  position  be  not  used  any 
more  than  is  necessary,  in  cases  where  there  is  any  circula¬ 
tory  trouble,  particularly  among  the  obese;  that  in  any 
case  the  position  should  be  maintained  as  short  a  time  as 
possible.  Trendelenberg  himself  stated  that  he  believed 
that  in  obese  patients  the  position  should  be  maintained  as 
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short  a  time  as  possible  and  has  devised  a  table  by  which 
the  horizontal  position  can  be  instantly  assumed  from  the 
Trendelenberg  position.  Rother  described  a  table  in  which 
not  the  entire  body,  but  only  the  pelvis  was  placed  in  the 
Trendelenberg  position,  thus  obviating  possible  circulatory 
disturbances. 

Breathing  in  the  Trendelenberg  Position.  Apropos  of 

the  discussion  of  possible  dangers  ensuing  from  use  of  the 
Trendelenberg  position  K.  Franz1  relates  the  experience  of 
the  Halle  clinic  and  adds  some  research  of  his  own.  He 
states  that  none  of  the  dangers  mentioned  by  other  opera¬ 
tors  have  been  witnessed  at  their  clinic  in  an  experience 
with  745  laparotomies  in  which  the  Trendelenberg  position 
was  used.  Franz  doubts  that  the  position  causes  much  if 
any  disturbance  in  the  circulatory  powers.  He  has  observed 
the  pulse  with  this  possibility  in  mind,  but  has  failed  to 
note  any  considerable  change  as  the  result  of  the  position. 

But  in  the  course  of  the  above  observations  Franz  did 
note  that  the  patient  seemed  to  become  cyanosed  very 
readily  and  seemed  to  breathe  with  more  than  usual  diffi¬ 
culty.  This  led,  him  to  make  some  exact  research  by  the 
aid  of  instruments  registering  the  respiratory  curves.  He 
investigated  12  cases  without  narcosis  and  3  in  narcosis  in 
both  the  flat  and  45  deg.  Trendelenberg  positions.  In¬ 
vestigation  was  made  of  both  the  abdominal  and  thoracic 
respiration. 

In  all  cases  there  was  a  great  lessening  of  abdominal 
respiration  in  the  Trendelenberg  position,  together  with 
more  difficult  expiration  and  inspiration.  The  thoracic 
breathing  was  in  the  majority  of  cases  somewhat  deepened 
in  the  patients  who  did  not  take  the  anesthetic.  In  the 
anesthetized  cases  the  thoracic  breathing  was  in  each  case 
unmistakably  deeper  in  the  Trendelenberg  position.  It 
seems,  however,  that  in  many  cases  the  ventilation  of  the 
lungs  must  he  considerably  interfered  with  in  the  Trendel¬ 
enberg  position — in  no  case  was  there  anything  like  com¬ 
plete  compensation  by  deepened  thoracic  breathing  for  the 
abdominal  breathing  which  generally  sank  to  almost  nil. 

Another  observation  made  by  Franz  was  that  if  the  pa¬ 
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tient  is  quickly  brought  to  the  Trendelenberg  position  the 
first  breaths  show  a  remarkable  decrease  of  both  abdominal 
and  thoracic  breathing,  but  gradually  improvement,  espe¬ 
cially  of  the  thoracic  breathing,  sets  in.  The  head  of  the 
patient  should  be  lowered  slowly. 

Still  another  feature  has  been  investigated  by  Franz. 
He  finds,  that  in  the  last  9  years  among  825  etherizations 
in  the  dorsal  position  there  have  been  2.3  per  cent  cases 
of  bronchitis  and  following  493  etherizations  in  the  Tren¬ 
delenberg  position  there  have  been  8.9  per  cent  cases  of 
bronchitis.  The  corresponding  figures  for  150  and  233, 
respectively,  operations  under  chloroform  show  2.7  per 
cent  cases  bronchitis  following  the  dorsal  position  against 
3.9  per  cent  following  the  Trendelenberg  position.  Franz 
thinks  these  figures  very  significant  and  explains  them  on 
the  ground  that  the  secretions  which  readily  run  out  of 
the  mouth  of  patients  in  the  dorsal  position,  collect  in  the 
nasal  passages  of  patients  in  the  Trendelenberg  position 
and  afterwards  fall  back  into  the  trachea  or  bronchial 
tubes  and  so  set  up  bronchitis.  It  behooves  the  anesthe- 
tizer  then  to  thoroughly  cleanse  the  mouth  and  throat  as 
well  as  possible  before  bringing  the  patient  up  from  the 
Trendelenberg  position. 

Another  and  perhaps  even  more  serious  result  from  the 
Trendelenberg  position  must  be  the  poisoning  of  the  cen¬ 
tral  nervous  system  which  results  from  improjjer  oxidation 
of  the  blood  as  the  effect  of  shallow  breathing.  To  a  sys¬ 
tem  needing  every  bit  of  possible  aid  this  might  be  a  se¬ 
rious  drawback. 

After-treatment  of  Abdominal  Operative  Wound.  A 

strong  plea  for  the  abandonment  of  the  abdominal  belt 
after  celiotomy  is  made  by  Maurice  Kahn.*  This  author 
candidly  admits  that  he  finds  but  one  author,  Olshausen, 
who  promulgates  viewrs  in  accord  with  his  own.  He,  how¬ 
ever,  believes  all  common  sense  to  be  on  the  side  of  his 
plea.  The  most  and  practically  the  only  effective  measure 
against  the  occurrence  of  hernia  is  accurate  union  of  the 
various  layers  of  the  abdominal  parietes.  This  gives  the 
different  muscles  opportunity  to  act  well,  and  when  they 
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do  tlieir  very  contraction  means  closure  of  the  wound  space 
and  prevention  of  hernia.  The  ideal  operation  must  al¬ 
ways  be  the  muscle  splitting  or  gridiron  incision,  with  its 
least  possible  damage  to  muscle  fibre.  If  the  straight- 
through  incision  is  made,  then  all  the  more  care  should  be 
taken  to  adapt  layers  closely.  In  either  case  the  truth 
remains  that  the  more  forcefully  the  muscles  contract,  the 
less  danger  of  hernia.  The  operation  done,  how  is  this 
strongest  possible  contraction  of  muscular  tissue  to  be 
induced?  By  binding  the  abdomen  and  throwing  thus 
less  work  upon  the  muscles  of  its  walls?  Would  an  ath¬ 
lete  try  to  develop  muscular  strength  by  tying  up  his 
arms?  After  all,  the  only  way  to  develop  muscle  is  to 
exercise  it.  Believing  thoroughly  in  this,  Kahn  has  all 
dressings  and  binders  removed  from  his  celiotomy  patients 
3  or  4  days  after  the  patient  is  up,  16  or  18  days  after 
operation.  If  they  contemplate  going  back  to  laborious 
occupations  he  advocates,  not  the  abdominal  supporter  of 
the  text-books,  but  systematic  early  and  gradually  increas¬ 
ing  exercises  for  the  abdominal  muscles.  His  results  with 
this  for  three  years,  he  finds  convincing  as  to  the  wisdom 
and  true  conservatism  of  discarding  the  post-operative  ab¬ 
dominal  belt. 

Ovarian  Grafting. 

Technic  of  Ovarian  Grafting.  Ovarian  grafting,  ac¬ 
cording  to  B.  T.  Morris,1  is  to  be  done  whenever  it  can  be 
done  safely  in  cases  in  which  the  loss  of  all  ovarian  tissue 
would  be  a  misfortune.  The  method  he  employs  consists 
in  keeping  a  piece  of  one  ovary  after  removal  in  a  pan  of 
saline  solution  at  a  temperature  of  about  100  degrees. 
The  segment  of  ovary  is  then  inserted  through  a  slit  in 
the  peritoneum  somewhere  near  its  original  site  in  such 
a  way  that  a  raw  surface  of  ovary  is  subperitoneal,  where 
it  can  be  nourished  by  the  lymph  circulation  until  new 
capillaries  are  formed  for  its  support.  A  part  of  the 
normal  periphery  of  the  ovary  is  allowed  to  protrude  into 
the  peritoneal  cavity,  so  that  ova  may  escape  and  find  their 
way  into  the  oviducts  in  cases  in  which  such  a  possibility 


(1)  American  Journal  of  Obstetrics,  December,  1903. 
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exists.  One  or  two  sutures  of  fine  catgut  serve  to  hold  the 
graft  in  place. 

Transplantation  of  Ovarian  Tissue.  Interesting  de¬ 
tails  of  two  cases  of  ovarian  transplantation  are  given  by 
F.  H.  Martin1.  In  each  case  a  patient  suffering  from  the 
artificial  menopause  induced  by  ovariotomy  desired  re¬ 
lief.  In  each  case  after  considerable  disappointment,  a 
woman  upon  whom  an  abdominal  operation  was  being 
performed  for  other  reasons  was  found,  who  could  spare 
a  third  of  each  ovary  with  a  little  piece  of  broad  ligament. 
After  these  sections  were  removed  they  were  placed  in 
warm  normal  salt  solution.  The  patient  lacking  ovarian 
tissue  was  then  rapidly  operated  on.  The  broad  ligament 
was  split  close  outside  the  horn  of  the  uterus  and  the  raw 
surface  of  ovarian  tissue  was  placed  in  the  raw  surface 
made  by  splitting  the  broad  ligament.  It  was  secured 
there  by  interrupted  catgut  sutures.  The  procedure  was 
repeated  on  the  opposite  side.  The  ovarian  tissue  seemed 
very  pale  after  lying  in  the  salt  solution,  but  it  filled 
quickly  by  capillary  action  with  blood  and  became  swollen 
and  pink  after  being  placed  in  contact  with  the  exposed 
surfaces  in  the  broad  ligament. 

The  subsequent  history  of  both  cases  begins  with  per¬ 
fect  recovery  from  the  operation.  Case  I.  in  two  months 
had  symptoms  of  menstruation  with  discharge  of  mucus. 
Up  to  time  of  report,  six  months  after  operation,  every 
month  the  subjective  symptoms  of  menstruation  had  reg¬ 
ularly  appeared,  but  no  menstrual  blood  had  appeared. 
Case  II.  had  much  the  same  history. 

The  peculiarly  unique  feature  of  Martin’s  work  is  that 
the  ovarian  tissue  was  in  each  case  transplanted  from  an¬ 
other  woman  to  one  in  whom  the  menopause  had  been 
thoroughly  established.  Only  one  other  operator,  Glass, 
is  reported  as  having  made  such  an  attempt. 

From  personal  experience  and  from  the  review  of  liter¬ 
ature  the  author  concludes  that: 

1st. '  The  operation  of  homo  or  heteroplastic  transplant¬ 
ation  of  the  ovaries  in  women  or  lower  animals,  is  no 


(1)  Chicago  Medical  Recorder,  July,  1903. 
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more  dangerous  if  accomplished  aseptically  than  am-  other 
small  plastic  operation  on  the  appendages. 

2nd.  Ilomotransplantation  of  ovaries  in  women  or 
lower  animals  will  prevent  the  atrophy  of  the  genitalia 
which  usually  follows  castration. 

3rd.  Heterotransplantation  of  ovaries  in  women  or 
lower  animals  will  prevent  the  atrophy  of  the  genitalia 
which  usually  follows  castration. 

4th.  Transplantation  of  ovaries  from  one  species  into 
another  may  result  in  preventing  the  ordinary  changes  in 
the  genitalia  resulting  from  castration. 

5th.  Menstruation  will  continue  in  women  and  mon¬ 
keys  after  homoplastic  transplantation  of  ovaries. 

6th.  Conception  has  followed  homotransplantation  in 
animals. 

7th.  Conception  has  followed  heterotransplantation  in 
animals. 

8th.  Conception  has  followed  heterotransplantation  of 
the  ovaries  in  women. 

9th.  Transplanted  ovaries  in  other  localities  than  the 
normal  will  maintain  their  vitality,  functionate  and  pre¬ 
vent  the  ordinary  sequelae  of  castration. 

Instruments. 

Dilating  Trocar.  A  useful  instrument,  a  combination 
of  a  trocar  and  a  dilator,  has  been  devised  by  L.  Fraenkel1. 
The  two  branches  of  the  dilator,  which  works  upon  the 
same  principle  as  a  branched  uterin  dilator,  fit  together 
tightly  and  form  the  tube  of  a  trocar.  Between  the  han¬ 
dles  and  passing  through  this  tube  runs  the  stylet  of  the 
trocar,  projecting  beyond  the  end  in  the  usual  manner. 
The  handles  beyond  the  dilator  blades  are  connected  by 
a  cross  bar  and  screw  arrangement  which  fixes  the  blades 
tightly  in  their  trocar  position  or  enables  one  to  keep  the 
blades  forced  well  apart.  This  instrument  finds  its  use 
principally  in  the  emptying  of  pus  sacs  which  communi¬ 
cate  with  the  vagina.  Under  guidance  of  the  eye,  the  tro¬ 
car  is  thrust  into  the  pus  sac,  the  stylet  withdrawn  and 


(1)  Zentralblatt  fiir  Gyniikologie,  Feb.  14,  1903. 
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pus  allowed  to  exude  from  the  tube.  Then  the  blades 
may  be  separated,  the  handles  lixed  apart  and  through  the 
space  thus  gained  in  the  walls  of  the  pus  sac,  the  linger 
may  be  introduced  or  whatever  instruments  may  be  neces¬ 
sary  for  the  work  in  hand.  The  use  of  this  instrument 
obviates  the  danger  of  using  a  knife  in  a  region  where 
important  arteries  may  be  readily  cut,  and  not  only  this, 
but  also  prevents  the  bleeding  which  would  come  from 
any  other  method  of  entering  the  pus  sac,  because  the 
edges  of  the  wound  are  so  stretched  by  the  dilating  blades 
that;  no  bleeding  proceeds  from  them.  Fraenkel’s  device 
seems  to  have  found  favor  in  the  hands  of  a  number  of 
prominent  gynecologists. 

Lighting  the  Abdominal  Cavity.  Devices  for  lighting 
the  abdominal  cavity  during  operation  which  we  have  re¬ 
ported  in  our  last  two  Year  Books  have  been  added  to 
by  a  series  of  instruments  described  by  Y.  Frommer.1 2 
These  instruments  form  a  set  of  retractors,  each  having 
a  small  incandescent  bulb  so  placed  on  the  blade  that  it 
throws  light  into  the  cavity  while  holding  back  the  sur¬ 
rounding  tissues.  Frommer  advises  these  instruments,  not 
only  for  vaginal  work,  but  also  for  laparotomies,  when,  for 
instance,  one  wishes  to  see  into  the  deep  parts  of  the  pel¬ 
vis.  The  wires  are  attached  to  the  outermost  parts  of  the 
handle  and  if  one  has  no  special  assistant  to  hold  the  han¬ 
dles,  the  wares  may  be  thoroughly  wrapped  with  gauze  to 
avoid  contamination. 

The  whole  instrument  may  be  boiled,  or  the  bulb  be 
readily  taken  off  from  the  blade. 

A  Self-holding  Speculum  is  described  and  illustration 
given  by  S.  Spiegel.".  It  consists  of  a  metal  blade,  de¬ 
tachable  and  thoroughly  sterilizable,  shaped  broad  like 
the  blade  of  a  weighted  speculum,  which  is  introduced  into 
the  vagina  and  fastened  by  a  screw  to  a  movable  jointed 
arm  which  is  in  turn  fastened  to  the  foot  of  the  examining 
or  operating  table.  The  inventor  says  it  has  given  much 
satisfaction  in  Schauta’s  clinic,  doing  away  with  much 
human  assistance.  The  fastening  to  the  table  is  adjust- 


(1)  Centralblatt  fiir  Gynakologie,  Dec.  26,  1903* 

(2)  Centralblatt  fiir  Gynakologie,  May  2,  1903. 
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able,  and  the  jointed  arm  makes  it  possible  to  turn  the 
blade  readily  in  any  direction. 

To  Hold  the  Intestines  out  of  Operative  Field.  A  sim¬ 
ple  and  easily  made  retainer  to  keep  the  intestines  and  the 
omentum  out  of  the  way  of  the  surgeon  during  the  abdomi¬ 
nal  operation  is  described  by  G.  H.  Noble.1  It  is  made 
of  several  layers  of  gauze  stitched  snugly  over  hard  rolls 
of  absorbent  cotton  so  as  to  make  a  pad  some  fifteen  inches 
long,  two  to  four  inches  wide  and  three-fourths  of  an  inch 
thick.  A  thin  layer  of  absorbent  cotton  is  rolled  tightly 
into  small  rolls  about  three-fourths  to  one  inch  in  diam¬ 
eter,  and  then  strong  thread  or  tape  is  wound  round  them 
firmly  to  increase  the  density  and  stiffness.  These  are  cut 
into  lengths  of  five  inches  and  placed  in  three  rolls  of 
three  rows  each,  and  covered  on  each  side  with  three  or 
four  layers  of  gauze.  The  gauze  is  stitched  around  the 
edges  first,  and  then  between  the  rolls  of  cotton  and  lastly 
across  the  pad  in  two  places  between  the  ends  of  the  cot¬ 
ton  rolls.  This  last  makes  a  hinge  arrangement  which 
permits  bending  or  shaping  the  retainer  in  the  form  of 
a  semicircular  dam  above  the  pelvis  which  holds  the  in¬ 
testines  and  omentum  out  of  the  field  in  a  most  satisfac¬ 
tory  way.  It  has  the  additional  advantage  of  not  being 
easily  lost  in  the  abdomen. 


(1)  American  Journal  Obstetrics,  June,  1903. 
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PART  II. 

INFECTIONS  AND  ALLIED  DISORDERS. 

Tuberculosis. 

A  very  extensive  study  of  tuberculosis  of  the  female 
genitalia  and  peritoneum  is  presented  by  J.  B.  Murpliv1 
from  the  basis  of  his  own  operative  work,  of  experiments 
on  monkeys,  and  a  very  thorough  study  of  the  literature 
of  the  subject.  The  article  is  much  too  long  for  abstract¬ 
ing.  The  results  of  Murphy’s  study  of  the  literature  agree 
very  well  with  the  detailed  conclusions  of  both  Merletti 
and  Martin,  which  we  gave  at  some  length  in  our  last 
Year  Book.  Murphy’s  experiments  on  monkeys  were 
undertaken  to  determine: 

(a)  What  portion  of  the  peritoneum  would  be  most 
surely  attacked  with  tuberculous  material,  placed  in  the 
middle  of  the  abdomen  ;  (b)  What  lymphatics  would  take 
up  the  tuberculous  material  and  what  glands  would  ar¬ 
rest  it;  (c)  Would  the  bacilli  be  taken  up  by  the  tubes 
and  would  the  mucosa  of  the  tubes,  uterus  or  vagina  be¬ 
come  infected  through  this  route;  (d)  Would  the  tuber¬ 
culous  infection  of  the  peritoneum  produce  a  destruction 
of  the  walls  of  the  abdominal  viscera,  through  to  their 
mucosa;  (e)  Would  tuberculous  material  placed  in  the 
abdomen  be  carried  by  the  general  tendency  of  the  lymph 
current  in  the  direction  of  the  diaphragm,  or  would  it 
settle  in  the  most  dependent  portion  of  the  abdomen  in 
the  monkey,  as  it  appears  to  do  in  the  human,  regardless 
of  the  position  in  which  it  is  primarily  placed  in  the  peri¬ 
toneal  cavity;  (f)  Would  the  tuberculous  material  be 
taken  from  the  peritoneum  through  the  intestinal  walls 
by  ulceration  into  the  lacteal s  and  thence  to  the  thoracic 
duct  and  be  arrested  in  the  lung,  it  being  the  first  filter  ; 

t 


(1)  American  Journal  of  Obstetrics,  January,  February,  1904,, 
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(g)  Would  the  bacilli  find  entrance  into  the  portal  circu¬ 
lation  and  he  arrested  in  the  liver. 

(a)  It  can  be  seen  from  the  post-mortem  reports  that 
the  pelvic  peritoneum  bore  the  .brunt  of  the  attack  almost 
to  the  exclusion  of  the  diaphragmatic  area  and  the  upper 
abdominal  viscera. 

(b)  The  retroperitoneal  glands  of  the  pelvis  and  the 
postperitoneal  glands  of  the  lumbar  region  were  the  only 
glands  involved;  the  mediastinal  and  postgastric  glands 
were  not  infected. 

(c)  The  mucosa  of  the  tubes  was  not  infected  in  any  of 
these  cases  nor  was  the  mucosa  of  the  uterus.  This  would 
tend  to  show  that  in  monkeys  the  tubes  do  not  take  up 
the  tubercle  bacilli,  or  if  they  do,  the  bacilli  do  not  find 
lodgment  on  these  mucous  layers.  This  may  possibly  be 
due  to  the  severity  of  the  tuberculous  process  produced 
in  this  manner,  causing  primary  occlusion  by  adhesion 
of  the  fimbriated  ends  of  the  tubes,  thus  preventing  the 
entrance  of  bacilli  into  the  tubes,  and  Murphy  feels  that 
this  is  an  important  factor  against  the  involvement  of  the 
tubes  that  does  not  exist  clinically  in  many  cases  in  the 
human. 

(d)  Tuberculous  process  destroyed  the  peritoneum,  the 
intestines,  uterus  and  bladder;  in  the  uterus  it  extends 
quite  deep  into  the  muscularis,  but  in  none  of  them  did 
it  penetrate  clear  through  the  walls. 

(e)  Tubercular  products  placed  in  the  peritoneum  of 
the  monkey  settle  into  the  pelvis  and  are  not  carried  by  the 
lymph  current  and  intestinal  peristalsis  in  the  direction 
of  the  diaphragm. 

(f)  The  lung  was  not  tuberculous  in  any  of  the  cases, 
as  evidence  against  this  mode  of  metastasis. 

(g)  In  one  experiment  it  was  noted  that  there  was  no 
infection  of  the  liver,  but  there  were  a  number  of  miliary 
deposits  in  the  spleen.  It  is  difficult  to  say  how  these  ar¬ 
rived  in  the  spleen,  but  most  likely  the  infection  of  the 
spleen  was  hematogenous,  as  the  tubercles  were  scattered 
throughout  the  spleen  and  not  in  its  surface,  and  that 
there  were  no  transmissions  through  the  portal  circula¬ 
tion  to  the  liver. 

Monkeys'  were  selected,  first,  for  their  well-known  sus- 
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ceptibility  to  tuberculous  infection ;  second,  because  their 
bodies  were  erect,  more  like  the  human,  thus  tending  to 
the  accumulation  of  peritoneal  pathologic  products  in  the 
pelvis,  and  third,  because  the  genital  organs — that  is,  the 
tubes,  ovaries  and  uterus — in  their  anatomic  conformation, 
are  like  miniature  human  organs. 

Murphy  states  that  it  would  be  inferred  from  the  ex¬ 
periments  by  MacCallum,  of  Johns  Hopkins,  that  all  for¬ 
eign  material  placed  in  the  peritoneal  cavity  moved  in  the 
direction  of  the  diaphragm.  In  Murphy’s  experiments  the 
tubercular  material  settled  into  the  pelvis  and  only  here 
and  there  was  there  a  nodule  formed  above  the  level  of  the 
umbilicus.  This  corresponds  also  with  his  clinical  observa¬ 
tions  in  tuberculosis  of  women,  the  disease  in  an  enormous 
majority  of  cases  being  below  the  level  of  the  umbilicus. 
In  men,  however,  the  omentum  is  more  frequently  at¬ 
tacked,  though  the  pelvis  of  the  male  often  shows  the 
most  advanced  and  often  the  only  intra-abdominal  involve¬ 
ment. 

Tuberculosis  of  Pelvic  Organs.  An  able  discussion  of 
tuberculosis  of  the  uterus  and  adnexa  was  presented  before 
the  British  Medical  Association,  by  J.  H.  Targett.1  He 
agrees  with  the  i-ecent  staiistics  gathered  on  the  frequency 
of  this  affection.  (See  our  last  Year  Book  of  Gynecology.) 
After  going  into  the  mode  of  infection  and  the  pathologic 
anatomy  cf  this  disorder,  Targett  concludes  that  while,  as 
many  authors  assert,  there  are  great  difficulties  in  the  way 
of  an  accurate  diagnosis  of  acute  tuberculous  salpingitis, 
yet  in  the  more  chronic  lesions  of  the  tubes  and  uterus 
there  is  a  much  greater  chance  of  coming  to  a  right  con¬ 
clusion. 

1.  The  previous  history  of  the  patient  is  of  paramount 
importance,  especially  as  to  past  lesions  of  a  tuberculous 
type,  namely,  phthisis,  pleurisy,  enlarged  glands,  chronic 
arthritis,  etc. 

2.  The  absence  of  other  adequate  causes  for  the  disease 
which  is  recognized  in  the  uterine  appendages  is  likewise 
a  valuable  guide.  Thus  the  presence  of  a  distended  tube 
in  a  virgin  is  strong  evidence  of  tubercle.  When  the  usual 


(1)  British  Medical  Journal,  Oct.  17,  1003. 
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septic  or  gonorrheal  sources  of  salpingitis  can  be  ex¬ 
cluded,  or  are  extremely  improbable,  then,  the  indications 
are  in  favor  of  tubercle. 

3.  Sterility  is  usually  present  in  the  chronic  forms  of 
tuberculous  salpingitis,  especially  the  pyosalpinx.  On  the 
other  hand,  pregnancy  seems  to  favor  the  development  of 
tuberculous  peritonitis,  not  a.  few  cases  of  which  follow 
rapidly  upon  a  confinement,  and  they  often  do  badly. 

4.  It  was  formerly  taught  that  amenorrhea  was  charac¬ 
teristic  of  tubercle,  because  it  is  liable  to  occur  in  the  ad¬ 
vanced  stages  of  phthisis.  Further  experience,  however, 
has  shown  that  there  may  be  comparatively  little  disturb¬ 
ance  of  the  menstrual  function  in  tuberculous  salpingitis. 
Menorrhagia  is  by  no  means  so  common  as  in  other  forms 
of  chronic  salpingitis.  I  have  met  with  a  case  of  very 
prolonged  and  probably  permanent  amenorrhea  in  a  young 
woman  who  completely  recovered  from  a  long  illness  due 
to  bilateral  tuberculous  salpingitis. 

5.  Dysmenorrhea  is  certainly  a  common  symptom  in 
tuberculous  salpingitis.  It  was  present  to  a  marked  de¬ 
gree  in  all  the  cases  of  pyosalpinx  that  have  come  under  my 
notice;  in  fact,  it  wras  the  patient’s  chief  complaint. 

6.  The  absence  of  pelvic  pain  has  also  been  considered 
worthy  of  note.  It  may  be  stated  generally  that  the  tu¬ 
berculous  process  is  unaccompanied  by  pain  so  long  as  it 
remains  free  of  secondary  infection  by  pyogenic  organisms. 
Now,  the  tuberculous  pyosalpinx  is  usually  sterile  and  its 
surface  devoid  of  adhesions  due  to  perimetritis.  Thus  the 
absence  of  pelvic  pain  is  explained,  even  when  the  pyosal¬ 
pinx  has  attained  a  considerable  size.  In  such  cases,  too, 
there  is  no  history  of  recurrent  attacks  of  pelvic  peritoni¬ 
tis,  which  are  so  characteristic  of  the  common  pyosalpinx. 

7.  Some)  writers  have  laid  great  stress  on  the  nodular 
feel  of  the  diseased  tubes,  such  nodules  being  often  in 
close  relation  to  the  uterus.  If  this  condition  is  associated 
with  ascites  or  other  signs  of  tuberculous  peritonitis  it 
will  excite  suspicion  of  tubercle,  though  malignant  disease 
would  have  to  be  excluded. 

8.  Lastly,  when  the  disease  is  affecting  the  cavity  of 
the  uterus  it  may  he  possible  to  detect  tubercle  bacilli  in 
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the  vaginal  discharge  or  to  discover  the  structure  of  tuber¬ 
cle  on  microscopic  examination  of  the  uterin  curettings. 

Gonorrheal  Infection. 

Gonorrhea  in  Women.  An  interesting  set  of  inquiries 
concerning  gonorrhea  in  women  has  been  undertaken  by 
the  International  Medical  Magazine,  October,  1903.  Sets 
of  answers  are  tabulated  from  the  following  men :  ( 1 ) 

W.  R.  Pryor,  (2)  J.  T.  Johnson,  (3)  A.  J.  Puls,  (4) 
A.  H.  Goelet,  (5)  J.  B.  Murphy,  (6)  W.  E.  Ford,  and 
(7)  W.  B.  Small.  For  the  purpose  of  setting  clearly  be¬ 
fore  the  reader  the  result  of  this  inquiry,  we  shall  give 
each  of  the  nine  questions,  followed  by  a  short  abstract  of 
the  answers  attributed  to  each  one  of  the  above  mentioned 
physicians,  as  arranged  in  numerical  order: 

I.  What  proportion  of  cases  of  pus  tubes  encountered 
in  your  practice  has,  in  your  opinion,  resulted  from  a 
gonorrheal  infection  ? 

(1)  85  per  cent.  (2)  Four-fifths  probably.  (3)  Fully 
three-fourths.  (4)  80  to  85  per  cent.  (5)  Gonococcus 
the  cause  oftener  than  any  other  germ.  (6)  Not  more 
than  one-fourth.  Dr.  Ford  sees  cases  only  in  private 
practice.  (7)  42  per  cent. 

II.  Is  a  woman  once  infected  with  gonorrhea  ever  com¬ 
pletely  cured  of  the  disease?  (a)  By  radical  surgical 
treatment  ? 

(1)  Yes.  (2)  Yes.  (3)  Only  radical  surgical  treat¬ 
ment,  when  uterus  and  tubes  are  infected.  (4)  No  abso¬ 
lute  removal  of  gonococci  from  all  the  genital  organs. 
After  salpingectomy  the  patient  may  enjoy  good  health, 
though  not  necessarily  free  from  gonococci.  (5)  No. 
(6)  — (7)  Yes. 

(b)  By  medical  treatment? 

(1)  Not  when,  disease  extended  to  tubes.  (2)  Yes,  if 
disease  not  progressed  beyond  internal  os.  If  it  has  pro¬ 
gressed  beyond,  no.  (3)  —  (4)  —  (5)  —  (6)  If  uterus  not 
invaded,  and  tubes  not  invaded  medical  treatment  may 
cure.  (7)  Usually  can  cure  other  than  extension  to  tubes 
and  ovaries. 

III.  What  is  the  frequency  of  gonorrheal  vaginitis? 
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(1)  10  per  cent,  (2)  Eare.  (3)  —  (4) — (5)  Very 
rare,  except  in  children.  (G)  —  (7)  Found  only  in  the 
young. 

IV.  What  treatment  of  gonorrheal  endocervicitis  has 
given  the  best  results  in,  your  experience? 

(1)  Gentle  dilatation  of  the  cervical  canal  only  by 
means  of  a  fine  dilator,  which  should  not  be  introduced 
above  the  internal  os,  and  withdrawal  of  all  mucus  from 
the  glands  by  suction;  application  of  strong  tincture  of 
iodin  to  the  cervical  canal  upon  a  cotton-wrapped  applica¬ 
tor,  or  the  application  of  argyrol  in  a  similar  manner  in 
30  per  cent  strength.  (2)  Negative  galvanism  applied  to 
drain  the  submucous  glands,  with  applications  of  glycerin 
and  iodin,  1:24.  (3)  The  curette  and  antiseptics.  (4)  — 

(5)  In  recent  cases  cleaning  the  cervix  and  repeated  ap¬ 
plications  of  strong  antiseptics.  (6)  Strong  solutions 
of  carbolic  acid  and  argyrol  applied  locally.  (7)  Local 
applications  by  means  of  cervical  syringe. 

V.  Is  local  application  to  the  corporeal  endometrium 
ever  admissible  in  the  treatment  of  gonorrhea? 

(i)  Never,  except  through  a  double  current  catheter, 
and  then  by  using  mild  antiseptics,  such  as  1 :1 0,000 
then  by  using  mild  antiseptics,  such  as  1 :10,000 
metallic  iodin,  or  saturated  solution  boric  acid.  Large 
quantities  used.  (2)  Never.  Irrigation  through  a  return 
flow  is  admissible.  (3)  Sometimes.  (4)  No.  (5)  Not 
advisable  unless  internal  os  well  dilated  and  drainage  re¬ 
mains  established.  (6)  Yes,  strong  solutions  of  carbolic 
acid  and  argyrol.  (7)  Yes. 

VI.  Is  hysterectomy  demanded  in  all  cases  of  gonorrheal 
tubal  disease?  What  degree  of  conservation  of  the  tubes, 
ovaries  and  uterus  is  justifiable  in  (a)  acute  and  (b) 
chronic  gonorrhea  ? 

(1)  Hysterectomy  is  the  only  radical  operation  for  the 
relief  of  gonorrheal  tubal  disease,  inasmuch  as  the  walls 
of  the  uterus  and  both  tubes  are  always  involved.  As  a 
palliative  procedure,  curettage  of  the  uterus,  a  broad  in¬ 
cision  into  the  posterior  cul-de-sac,  a  free  opening  of  the 
involved  tubes,  with  packing  of  both  uterus  and  tubes 
with  strong  iodoform  gauze.  The  literature  of  the  world 
does  not  contain  a  report  of  an  authenticated  case  of 
gonorrheal  tubal  disease  which  has  subsequently  conceived 


GONORRHEAL  INFECTION. 


59 


and  gone  to  a  full  term.  (2)  By  no  means.  Pus  and 
adhesions  removed.  Uterin  end  of  tube  excised,  then 
uterus  may  be  left,  if  in  fairly  good  condition.  Healthy 
ovarian  tissue  may  be  conserved,  but  conservation  of  pus- 
tubes  rarely  possible.  Operation  in  acute  stage  not  justi¬ 
fiable  under  usual  conditions.  (3)  No.  (4)  No.  Pus- 
tubes  always  removed,  ovaries  conserved  unless  scat  of 
abscesses.  If  in  young  women  both  ovaries  involved  with 
suppurations  of  Graafian  follicles,  epithelial  lining  of  fol¬ 
licles  is  removed,  remainder  conserved.  (5)  No.  Surgical 
interference  in  acute  cases  not  advisable  unless  abscess 
formation  calls  for  evacuation  of  pus.  Practice  conserva¬ 
tism.  (6)  No.  No  degree  of  conservatism  concerning 
tubes  and  ovaries,  when  infection  is  specific,  is  justifiable. 
(7)  No.  In  all  forms  of  operations  on  tubes,  ovaries  or 
uterus  as  much  as  possible  should  be  allowed  to  remain. 

VII.  How  would  you  diagnose  urethral  gonorrhea? 

(1)  Examine  secretion  secured  by  pressure  of  the 

urethral  mucous  membrane  by  a  cerumen  curette,  and  not 
merely  by  taking  the  discharge.  (2)  Microscopic  exami¬ 
nation  and  by  culture.  (3)  Microscope.  (4)  Same.  (5) 
Same.  (6)  Peculiar  pouting  of  urethra  significant.  Bac¬ 
terial  examination  only  proof.  (7)  Microscope. 

VIII.  Of  what  value  is  a  microscopic  examination  of 
the  discharge  in  the  diagnosis  of  gonorrhea  (a)  of  the  cer¬ 
vical  endometrium;  (b)  of  the  urethra;  ( c )  of  Bartho¬ 
lin’s  glands? 

(1)  Depends  on  how  discharge  is  secured.  If  merely  by 
swab,  gonococcus  may  be  found  in  the  cervical,  urethral 
or  vulvar  glands  in  9  per  cent  of  puellae,  if  pressure  on 
same  glands  in  49  per  cent.  Pressure  is  valuable  in  com¬ 
pelling  the  compound  racemose  glands  to  discharge  their 
deeper  contents.  (2)  All  of  much  value.  (3)  Conclusive 
if  germ  is  found.  (4)  Acute  cases  diagnosis  always  be 
made  by  microscopic  examination;  occasionally  in  chronic 
cases.  (5)  Though  absent  in  cervix  or  urethra  may  still 
be  found  in  secretions  of  Bartholin’s  glands.  (6)  Great¬ 
est  value  in  all  cases.  (7)  If  cervical  discharge  negative 
between  menstruation,  examine  at  the  close  of  menstrual 
period, 
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IX.  How  frequently  is  gonorrhea  in  women  followed 
by  peritonitis  and  death? 

(1)  Peritonitis  in  perhaps  5  per  cent.  Hever  has  seen  a 
death  from  gonorrhea  in  female,  although  has  seen  gonor¬ 
rheal  endocarditis  and  arthritis.  (2)  Estimates  that  not 
more  than  one-third  of  the  women  who  are  infected  with 
gonorrhea  have  peritonitis  from  extension  of  the  infection 
to  tubes  and  peritoneum,  which  is  fortunate,  and  if  death 
occurs  from  this  cause  it  is  from  neglect,  delayed  opera¬ 
tion  or  imperfect  operative  technic.  (3)  Not  so  often 
as  formerly  supposed.  Result  usually  invalidism  and 
sterility.  (4)  —  (5)  Peritonitis  almost  always  follow  gon¬ 
orrheal  salpingitis,  but  remains  regional  and  never  fatal. 
(6)  —  (7)  Gonorrheal  peritonitis  usually  not  severe  un¬ 
less  mixecj  infection  present. 

Treatment  of  Gonorrhea.  In  a  paper  on  the  treatment 
of  the  common  clinical  forms  of  gonorrhea  in  the  female 
by  R.  0.  Kevin,1  the  author  gives  the  following  sugges¬ 
tions  for  treating  the  acute  stage :  In  the  acute  stages 
all  treatment  should  be  symptomatic.  Avoid  disturbing 
the  uterus  lest  the  spread  of  the  infective  germ  may  be 
increased.  Give  salol,  potassium  bicarbonate  and  sodium 
bromide  with  large  draughts  of  water  to  lessen  ardor 
urime.  When  very  acute  condition  has  subsided,  inject 
urethra  with  half  an  ounce  5  or  10  per  cent  argyrol, 
the  patient  having  first  urinated.  Since  employing  this 
method  Kevin  has  observed  no  bladder  involvement.  Gon¬ 
orrhea  of  the  cervix  is  almost  always  present  with  a  ure¬ 
thral  infection.  To  make  a  positive  diagnosis,  microscopic 
examination  of  the  cervical  secretion  is  necessary. 
Preliminary  to  treatment,  clean  off  the  cervical  secretion 
and  inject  a  few  drops  of  20  per  cent  argyrol  or  2  to  3  per 
cent  protargol  with  a  long  glass  pipette  or  a  syringe  with 
a  long  nozzle  carefully  inserted  into  the  os,  being  careful 
previously  to  expel  the  air,  or  you  may  have  the  disagree¬ 
able  experience,  alarming  to  your  patient  and  annoying 
to  yourself,  of  uterine  colic.  It  is  well,  if  possible,  to 
have  daily  or  alternate  daily  treatment,  until  the  micro¬ 
scope  shows  no  more  pus  or  gonococci.  Small  wool  tam- 


(1)  New  York  and  Philadelphia  Medical  Journal,  June  20,  1903, 
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pons  saturated  with  20  per  cent  argyrol  may  be  left 
against  the  cervix,  in  order  to  avail  one’s  self  of  the  con¬ 
tinuous  gonococcicidal  properties  of  the  drug,  as  it  causes 
no  irritation.  If  the  uterus  will  permit  of  it,  a  small  strip 
of  gauze  saturated  with  the  argyrol  may  be  inserted 
gently  to  assist  drainage.  For  irrigating,  the  following 
remedies  are  useful :  Carbolic  acid,  oii ;  zinci  sulpho- 
carbolate,  oSs;  glycerin,  giii.  A  teasponful  of  this  mix¬ 
ture  to  a  quart  of  hot  water;  lysol,  creolin,  normal  salt 
solution,  or  potassium  permanganate,  1-2,000,  or  argyrol, 
1-500,  protargol,  1-500. 

Gonorrheal  Vaginitis.  The  somewhat  vexed  question 
with  regard  to  the  existence  of  gonorrheal  vaginitis  is 
touched  upon  by  W.  B.  Small1  in  a  paper  on  the  diagnosis 
of  gonorrhea  in  the  female  as  follows: 

Gonorrhea  of  the  vagina  was  once  considered  the  only 
seat  of  this  infection,  but  the  more  careful  diagnosticians 
of  later  years,  by  cultures  and  microscopic  examination  of 
the  vaginal  discharges,  show  its  relative  infrequency.  The 
epithelium,  of  the  vagina  is  of  such  a  character  that,  un¬ 
less  under  the  most  favorable  conditions,  this  infection 
cannot  exist.  The  only  patients  in  whom  acute  gonor¬ 
rhea  of  the  vagina  is  found  are  very  young  girls  not 
accustomed  to  sexual  intercourse,  and  married  women 
who  have  just  entered  the  nuptial  state.  In  cases  where 
sexual  intercourse  has  been  indulged  in  for  some  time, 
the  acute  form  is  not  seen.  The  incubation  period  of 
acute  vaginal  gonorrhea  is  from  twelve  to  twenty-four 
hours,  followed  by  a  feeling  of  heat,  with  more  or  less 
itching.  The  vagina  will  be  found  red,  dry  and  swollen. 
This  will  soon  be  followed  by  a  mucopurulent  discharge, 
gradually  becoming  purulent.  The  parts  will  be  found 
very  tender,  the  mucous  membrane  swollen  to  such  a  de¬ 
gree  that  the  introduction  of  a  finger  or  speculum  is 
almost  impossible.  Bearing  down  pain  will  be  experienced 
in  the  pelvis,  increased  by  any  motion.  This  form  of 
gonorrhea  is  usually  associated  with  that  of  the  urethra. 
In  such  cases  the  suffering  of  the  patient  is  severe,  with 
frequent  urination  irritating  the  already  inflamed  vagina. 


(1)  International  Medical  Magazine,  October,  1903. 
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The  acute  form  will  usually  subside  in  from  seven  to  ten 
days,  during  which  time  it  is  usually  possible  to  prove 
its  etiology.  After  two  weeks  a  microscopic  examination 
of  the  discharge  usually  gives  negative  results.  The  sub¬ 
acute  form  usually  has  no  distinctive  characteristic;  its 
association  with  other  forms  of  gonorrhea  leads  one  to 
suspect  its  presence.  The  signs  are  those  of  any  sub-acute 
inflammation  of  a  mucous  membrane.  The  chronic  form, 
which  is  usually  found  on  the  posterior  vaginal  wall, 
augmented  by  any  cervical  discharge,  presents  itself  as 
a  granular  ulcerative  condition.  In  some  cases,  when 
a  poorly  fitting  pessary  is  worn,  .sub-acute  and  chronic 
ulcerative  gonorrhea  is  seen  all  along  the  line  of  the 
pessary  contact. 

Treatment  of  Gonorrheal  Vaginitis.  The  treatment  of 

gonorrheal  vaginitis  is  discussed  by  W.  A.  IT.  Dorland.1 
He  says  that  of  all  the  older  methods  of  treatment  silver 
nitrate  was  the  only  one  that  gave  satisfaction.  Owing, 
however,  mainly  to  its  severity,  this  method  has  not  come 
into  general  favor.  Lactic  acid,  as  suggested  by  Doder- 
lein,  has  been  tried  at  the  Pennsylvania  Hospital,  but 
without  satisfactory  results.  More  satisfaction  has  been 
gained  from  the  silver  salts ;  protargol  2  per  cent,  argyrol 
in  5  per  cent  to  20  per  cent  solution  or  as  20  per  cent  oint¬ 
ment  with  lanolin,  and  itrol  in  weak  solution.  The  best 
results  Dorland  has  seen,  however,  have  followed  the  use 
of  methylen  blue  in  1  per  cent  solution.  The  entire 
vaginal  mucous  membrane  is  painted  once  or  twice  weekly, 
with  the  most  prompt  result  in  arresting  the  disease  and 
restoring  the  character  of  the  mucous  membrane.  At  the 
end  of  24  hours  the  normal  color  of  the  vagina  is  restored. 

Vaginitis. 

Mycosis  Vaginae.  On  account  of  its  raritv  a  case  of 
mycosis  vaginae  is  reported  by  Smith  and  Radkey.2  A 
patient  who  had  suffered  more  or  less  from  leucorrhea 
for  several  months  suddenly  noticed  that  the  discharge 


(1)  International  Medical  Magazine,  October,  1903. 

(2)  Medical  News,  June  27,  1903. 
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was  unusually  profuse,  at  the  same  time  there  was  in¬ 
tense  itching  and  burning  of  the  vulva.  Examination 
showed  follicular  vulvitis,  vagina  not  inflamed.  The  con¬ 
ditions  did  not  yield  to  treatment,  and  a  couple  of  weeks 
later  another  examination  showed  great  numbers  of  gray¬ 
ish  brown  slightly  elevated  masses  on  the  vaginal  walls. 
These  masses  were  easily  detachable,  and  while  between 
them  the  mucous  membrane  was  seen  apparently  normal, 
beneath  them,  on  their  removal,  the  membrane  was  angry, 
raw  and  somewhat  swollen. 

Microscopic  examination  showed  the  presence  of  im¬ 
mense  numbers  of  oidium  albicans ,  the  ordinary  thrush 
fungus,  the  difference  in  appearance  of  these  patches 
from  the  thrush  patches  found  in  the  mouth  being  due 
probably  to  the  admixture  of  menstrual  blood.  Micro¬ 
scopic  diagnosis  can  be  made  fairly  readily,  if  the  patches 
are  picked  off  with  forceps  and  teased  in  a  weak  caustic 
potash  solution.  In  this  case  hot  boric  acid  and  bichlorid 
of  mercury  douches  caused  a  rapid  cure  of  the  condition. 
The  cause  of  the  infection  was  not  ascertainable.  Glyco¬ 
suria  was  not  present. 

Infections  of  the  Urethra. 

Inflammation  of  Skene’s  Glands  and  the  Labia  Ure¬ 
thrae.  A  characteristically  clear  and  comprehensive  study 
of  the  anatomy,  pathology  and  surgery  of  Skene’s  glands 
and  the  labia  urethrae  appears  from  the  pen  of  Howard 
Kelly.1 

He  finds  that  where  the  vaginal  outlet  has  been  not  at  all 
or  only  slightly  injured,  the  normal  urethral  orifice  is 
often  protected  by  two  well  defined  mucous  folds  which 
he  has  termed  the  labia  urethrae.  When  these  are  well 
developed,  the  urethra  is  as  a  rule  completely  hidden. 
The  lips  may  be  demonstrated  by  making  traction  down¬ 
ward  on  the  upper  portion  of  the  vulva.  Kelly  has 
been  studying  these  structures  for  the  last  15  years  and 
has  come  to  the  conclusion  that  their  function  is  un¬ 
doubtedly  protective,  serving  to  keep  the  urethral  mucosa 


(1)  American  Medicine,  Sept.  12,  1903. 
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with  its  glands  from  irritation  and  infection.  He  pre¬ 
sents  figures  of  some  of  the  anatomic  peculiarities  of 
these  labia. 

Considering  Skene's  glands  and  the  researches  which 
have  recently  been  made  upon  these  structures,  Kelly  is 
inclined  to  agree  with  Schuller  that  these  are  not  merely 
rudimentary  organs,  but  have  a  definite  function  mainly 
in  the  performance  of  the  sexual  act. 

The  first  contact  of  glans  maris  is  with  the  orificinm 
urethras  feminae,  thus  separating  its  labia  and  exposing 
it  to  any  existing  infection.  The  tendency  of  the  act 
of  penetration  is  to  displace  the  urethra  inward  until  it 
lies  in  the  plane  of  the  vaginal  wall.  If  the  dispropor¬ 
tion  in  length  between  the  vagina  and  the  penetrating 
organ  is  marked,  there  must  also  be  an  equally  marked 
displacement  of  the  urethral  orifice  as  the  vaginal  vault 
is  impinged  upon.  As  the  urethra  is  thus  displaced  the 
orifice  becomes  everted  and  the  inner  mucous  surface 
applied  to  the  dry  dorsum  of  the  penetrating  organ.  The 
function  of  the  glands  then  is  to  exercise  an  office  for 
the  urethral  orifice  precisely  similar  to  that  of  the  vulvo¬ 
vaginal  glands  in  relation  to  the  vaginal  orifice,  to  pro¬ 
vide  a  lubricating  fluid  for  protecting  the  delicate  mucosa 
from  harmful  attrition.  The  mechanism  of  the  displace¬ 
ment  and  eversion  of  the  urethra  can  be  easily  seen  on 
making  a  digital  examination.  At  other  times  their  secre¬ 
tion  serves,  as  stated,  to  prevent  drying  and  agglutination 
of  the  delicate  urethral  labia. 

After  giving  Skene’s  account  of  the  inflammations  of 
these  glands — a  description  found  in  most  text  books — 
Kelly  offers  the  following  points  in  diagnosis  and  treat¬ 
ment  taken  from  his  own  experience : 

“I  am  not  aware  that  the  observation  has  as  yet  been 
made  that  Skene’s  glands  are  often  easily  detected  bv 
palpation  even  when  not  enlarged  or  diseased,  and  that 
when  inflamed  they  may  feel  to  the  palpating  index  finger 
like  fine  wires,  1  cm.  or  2  cm.  in  length,  imbedded  under 
the  tissues  of  the  anterior  vaginal  wall  lying  parallel  to 
the  urethra.  I  have  found  the  following  methods  most 
serviceable  for  examining  the  glands : 
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“1.  Palpation  to  determine  their  size,  length,  as  also 
their  consistency,  and  whether  tenderness  be  present. 

“2.  By  compression,  in  this  manner  discharging  their 
contents. 

“3.  Inspection  of  their  orifices. 

“4.  By  sounding  to  test  their  length  and  direction. 

“5.  By  injection  to  find  out  the  capacity. 

“They  are  best  felt  by  the  end  of  the  index  finger 
making  gentle  pressure  upon  the  anterior  urethra  against 
the  lower  surface  of  the  pubic  arch  and  rolling  the  urethra 
from  side  to  side. 

“The  glands  thus  easily  discovered  are  also  in  an  ad¬ 
mirable  position  for  treatment  by  massage,  which  I  often 
carry  out  systematically  when  they  are  diseased.  When 
both  glands  are  felt  in  this  way,  the  urethra  often  feels 
like  a  gutter  or  sulcus  which  ends  in  a  hole  where  the 
glands  end.  I  have  not  yet  seen  any  case  of  diseased 
gland  in  which  they  were  not  palpable,  while  I  have  also 
been  able  to  palpate  them  in  many  cases  where  there 
was  no  secretion  and  no  evidence  of  disease.  One  patient 
complained  of  an  intense  desire  to  urinate  when  on  her 
feet  and  without  a  pessary.  On  examining  I  could  find 
no  other  affection  than  of  these  glands,  which  were  very 
distinct  to  palpation,  and  pressure  upon  them  produced 
the  same  strong  desire  to  urinate. 

“When  the  urethral  orifice  lies  open  for  inspection,  as 
is  often  the  case  in  multiparae,  the  orifices  of  the  glands 
are  also  readily  seen  upon  simply  drawing  out  the 
nymphae. 

“If  the  urethral  orifice  is  not  everted,  the  little  open¬ 
ings  to  the  ducts  can  be  exposed  lying  posteriorly  and 
just  inside  the  urethra,  by  using  a  speculum  made  of  a 
fine  wire  hairpin  with  the  legs  bent  at  an  angle  and 
grasped  with  a  pair  of  artery  forceps.  This  simple  im¬ 
provised  speculum  is  now  inserted  and  used  to  draw  the 
urethral  orifice  back  and  open  on  one  side  or  in  the 
middle.  Two  hairpins  used  in  this  wav,  one  on  either 
side,  serve  to  expose  the  entire  anterior  half  of  the  urethra 
in  an  admirable  manner/’ 

The  following  methods  of  treatment  are  recommended 
bv  Kellv: 


66  INFECTIONS  AND  ALLIED  DISORDERS. 

1.  Systematic  emptying  the  gland  by  pressure. 

2.  Massage  of  the  gland. 

3.  Injection  of  from  2  per  cent  to  10  per  cent  or  even 
stronger  solutions  of  silver  nitrate,  of  pure  carbolic  acid, 
of  tincture  of  iodin.  Injection  is  to  be  made  through  a 
hypodermic  needle  with  a  blunt  point.  Injury  to  the 
packing  of  a  syringe  by  the  strong  solutions  causes  it  to 
work  in  a  jerky  manner  and  just  the  right  quantity  can 
hardly  be  injected.  Kelly  overcomes  this  trouble  by  a 
very  simple  device :  he  attaches  a  piece  of  rubber  tubing 
to  the  hollow  needle  and  by  pinching  it  or  doubling  it 
and  tying,  a  very  satisfactory  syringe  action  can  be  had 
by  forcing  the  air  out  and  then  sucking  up  the  injecting 
fluid  to  be  passed  out  in  turn.  Whenever  he  injects  a 
gland  he  watches  the  orifice  carefully  until  the  fluid 
begins  to  escape.  Any  excess  of  fluid  is  taken  up  on 
a  pledget  of  cotton  placed  in  the  vaginal  orifice  beneath; 
if  carbolic  acid  is  used  it  is  best  to  touch  the  whitened 
orifice  with  a  little  pure  alcohol  followed  by  a  warm 
boracic  solution;  if  he  uses  nitrate  of  silver  he  places  a 
pledget  of  cotton  saturated  with  a  salt  solution  over  the 
orifices  and  leaves  it  there. 

4.  Injection  and  distention  of  the  gland,  which  can 
be  done  by  introducing  the  point  of  the  syringe  and  com¬ 
pressing  the  orifice  with  the  finger  under  the  symphysis 
while  forcing  the  fluid  in. 

5.  By  an  incision  through  the  anterior  vaginal  wall 
into  the  abscess. 

6.  By  an  incision  exposing  the  gland  through  its  en¬ 
tire  length. 

7.  By  destruction  of  the  gland;  to  do  this  the  gland 
is  split  from  end  to  end  and  the  mucosa  is  burned  out 
with  the  cautery.  The  method  obviates  extirpation,  which, 
however,  although  a  difficult  and  delicate  operation,  is 
the  most  satisfactory  and  reliable  treatment  for  bad  cases. 

8.  Extirpation  is  best  done  by  introducing  a  metal 
probe  to  the  extremity  of  the  gland  and  keeping  it  there 
while  the  vaginal  wall  is  split,  the  margins  of  the  wrnund 
pulled  apart  and  the  deep-seated  gland  dissected  out  of 
its  bed,  if  possible,  without  rupture.  In  most  cases  both 
glands  will  require  excision. 
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Suburethral  Abscess.  On  account  of  its  annoying 
symptoms  and  the  necessity  for  careful  diagnosis  and 
treatment,  C.  J.  Aliller1  describes  suburethral  abscess  and 
reports  three  cases.  The  condition  usually  manifests 
itself  as  a  well  defined,  roundish  or  oblong  swelling  of  the 
anterior  vaginal  wall  just  under  the  urethra,  and  may  be 
located  anywhere  along  its  floor — from  half  an  inch  above 
the  meatus  almost  up  to  the  neck  of  the  bladder.  Its 
capacity  may  vary  from  a  few  drops  to  two  ounces.  Usu¬ 
ally  the  middle  third  of  the  urethra  contains  the  orifice 
through  which  the  contents  of  the  sac  are  emptied.  If 
the  sac  is  situated  in  the  middle,  or  lower  third  of  the 
urethro-vaginal  septum,  it  usually  bulges  into  the  vaginal 
outlet  and  can  be  seen  without  opening  the  labia,  while 
those  situated  higher  up  near  the  proximal  end  of  the 
urethra  may  be  overlooked,  unless  they  are  of  considerable 
size  and  tense  on  pressure,  and  the  case  treated  as  one  of 
cystitis,  or  merely  as  an  “irritable  bladder.”  If  the  cyst 
is  not  drained  well,  a  smooth  cushion-like  sensation  is 
imparted  to  the  touch  upon  vaginal  palpation. 

The  cause  of  this  affection  is  not  always  clear.  Peri¬ 
urethral  inflammation,  which  sometimes  suppurates  and 
ulcerates  into  the  urethra,  chronic,  circumscribed  or 
glandular  gonorrheal  urethritis,  urethral  diverticula,  re¬ 
tention  cysts,  traumatic  blood  cysts,  all  may  be  etiologic 
factors.  Calculi  have  been  found  in  some  cases,  perhaps 
having  been  formed  from  the  constant  gathering  of  urine 
in  the  sac. 

The  symptoms  are  principally  painful  urination  and 
a  sense  of  heat  and  aching  distress  in  the  urethra.  In  the 
case  of  the  abscess  discharging  near  the  internal  urethral 
opening,  frequent  urination  and  tenesmus  are  noted,  be¬ 
coming  more  marked,  according  to  Skene,  the  nearer  the 
sac  is  situated  to  the  neck  of  the  bladder.  Pus  is  dis¬ 
charged,  sometimes  suddenly,  at  other  times  it  oozes  con¬ 
stantly  from  the  urethra  and  may  be  mixed  with  urine. 
In  one  of  my  cases  it  was  discharged  into  the  urethra 
during  coitus.  By  making  pressure  downward  along  the 
urethra  the  sac  can  usually  be  readily  emptied.  Palpa- 


(1)  American  Gynecology,  August,  1903. 
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lion  will  detect  the  thickened  edges  of  the  walls  of  the 
urethra,  if  the  trouble  has  followed  periurethral  inflam¬ 
mation. 

Urethrocele,  a  sacculation  of  the  middle  third  of  the 
urethra,  can  be  easily  confounded  with  these  abscesses. 
There  is  the  same  painful  urination,  and  there  may  be 
loss  of  control  of  the  bladder.  A  probe  will  disclose  the 
small  abscess  opening,  also  the  anterior  urethral  wall  in 
its  proper  position. 

For  treatment,  surgical  measures  should  be  promptly 
instituted.  If  one  undertakes  cleansing  measures  such  as 
daily  opening  and  cleansing  of  the  sac,  it  will  be  found 
that  such  treatment  requires  a  long  time.  On  the  other 
hand,  a  complete  urethro-vaginal  fistula  is  no  more  annoy¬ 
ing  to  the  patient  and  is  usually  much  easier  to  relieve, 
if  the  proper  after-treatment  is  observed. 

Miller  has  found  simple  incision  under  cocain  anes¬ 
thesia  all  that  was  necessary  in  his  three  cases,  with 
cleansing  of  the  sac  and  vagina  and  emptying  of  the  blad¬ 
der  at  regular  intervals  with  a  soft  rubber  catheter,  in 
order  to  prevent  contamination  of  the  wounds,  which  closed 
promptly  within  8  or  10  days.  Some  operators  prefer 
to  exsect  an  elliptical  portion  of  the  sac  and  close  with 
sutures  or  to  dissect  out  the  entire  sac  and  operate  as  in 
ordinary  fistula,  but  even  then  the  opening  may  fail  to 
close,  rendering  subsequent  plastic  operations  necessary. 

Infections  of  Uterus. 

TJterin  Peritoneal  Adhesions.  The  literature  has  been 

reviewed  by  C.  B.  Beed1  in  an  endeavor  to  find  out  exactly 
what  might  be  the  effect  of  peritoneal  adhesions  involving 
the  functionating  uterus.  The  importance  of  the  ques¬ 
tion  is  shown  by  the  statistics  of  Winekel,  who  states  that 
80  per  cent  of  the  female  bodies  which  come  to  post  mor¬ 
tem  examination  show  the  effects  of  peritoneal  inflamma¬ 
tion  in  some  form. 

Many  factors  combine  to  place  the  uterus  and  its  vicin- 


(1)  Chicago  Medical  Recorder,  Nov.  15,  1003,  and  American  Jour¬ 
nal  Obstetrics,  August,  1903. 
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ity  first  in  point  of  susceptibility  to  inflammatory  ad¬ 
hesions.  Its  varied  functional  activities,  its  rapid  changes 
in  form,  size,  position  and  consistency — its  proximity  to 
viscera  containing  highly  infectious  material,  and  the 
open  communication  which  is  afforded  by  the  tubes  be¬ 
tween  the  pelvic  cavity  and  the  vagina  with  its  manifold 
possibilities  for  infection,  all  unite  to  produce  a  predilec¬ 
tion  for  adhesions  which  some  authors  claim  is  as  high  as 
75  per  cent. 

The  explanation  of  the  rarity  in  literature  of  these 
cases  complicating  and  interfering  with  the  functions  of 
the  uterus  lies  partly  in  a  failure  to  recognize  the  con¬ 
ditions  intra  vitam,  and  partly  in  that  a  large  proportion 
of  the  adhesions  are  destroyed,  or  their  effect  neutralized 
by  the  phenomenal  changes  which  the  pregnant  uterus 
undergoes.  Then,  too,  death  from  other  and  more  evident 
causes  in  many  cases  obviates  the  necessity  for  a  post 
mortem. 

When,  therefore,  old  peritoneal  adhesions  are  found 
binding  the  uterus  to  the  rectum,  the  small  intestine,  the 
bladder,  the  abdominal  wall,  the  omentum  or  vermiform 
appendix,  it  is  not  irrational  to  look  for  local  and  general 
synrptoms  due  to  fixation  of  mobile  organs,  and  traction 
and  pressure  effects  between  adjacent  organs. 

It  is  a  relatively  common  occurrence  to  find  adhesions 
between  the  rectum  and  uterus  and  ovaries,  which  locallv 
produce  changes  in  the  peristalsis  and  nutrition  of  the 
rectum,  such  as  catarrh,  diarrhea,  stricture,  coprostasis, 
and  even  paralysis,  ileus  and  death. 

Conversely,  the  healthy  nervous  system  may  tempo¬ 
rarily  escape,  but  after  an  illness  or  some  other  depressing 
factor,  the  symptoms  due  to  irregularity  of  circulation, 
or  teazed  nerves  appear  in  the  form  of  visceral  neuralgia, 
hysteria,  neurasthenia,  hypochondria,  etc.,  which  call  at' 
tention  to  the  participation  of  the  nerve  centers,  and  may 
well  cause  anxiety  in  the  patient  when  pregnancy  or  labor 
supervenes. 

In  addition  to  the  general  symptoms  we  find  also 
locally  that  all  the  activities  of  the  uterus  are  more  or 
less  impaired  by  these  interfering  conditions.  It  is  very 
noticeable,  however,  that  the  functional  disturbance  is  in 
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no  way  proportionate  to  the  extent  of  the  peritonitic 
changes,  but  rather  to  the  anatomic  location  of  the  ad¬ 
hesions. 

Eeed  has  gathered  all  the  available  cases  from  the  liter¬ 
ature  bearing  on  these  points  and  from  these  concludes 
that  obscure  peritoneal  adhesions  are  responsible  for  many 
cases  of  so-called  hysteria,  and  frequently  for  menstrual 
pain  and  irregularity. 

The  presence  of  adhesions  undoubtedly  produces  many 
abortions  and  influences  a  certain  percentage  of  fetal  and 
placental  anomalies. 

It  is  quite  well  recognized  that  sterility  and  tubal  preg¬ 
nancy  may  result  from  such  conditions  and  it  is  also 
probable  that  pregnancy  and  labor  are  rendered  patho¬ 
logical  by  the  presence  of  adhesions  far  oftener  than  the 
literature  would  indicate.  Many  adhesions  are  undoubt¬ 
edly  destroyed  by  the  growth  of  the  uterus  in  pregnancy, 
but  the  rupture  of  the  same  may  be  attended  with  fatal 
hemorrhage. 

Adhesions  between  the  movable  organs  of  the  abdomen 
and  the  functionating  uterus  are  only  rarely  a  source  of 
danger  or  a  cause  of  death.  Where  adhesions  are  pro¬ 
tecting  the  peritoneal  cavity  from  pus  pockets,  either 
appendicular  or  tubal,  and  pregnancy  supervenes,  a  con¬ 
dition  of  extreme  danger  is  present.  The  pus  should  be 
evacuated  as  soon  as  possible  after  the  diagnosis  is  made 
without  reference  to  the  pregnancy,  and,  even  if  abortion 
should  follow,  the  condition  is  less  serious  than  when 
rupture  occurs  during  pregnancy  and  labor.  When  the 
diagnosis  is  made  during  labor  it  is  allowable  to  temporize 
until  the  termination  of  the  case,  accelerating  the  labor 
if  possible  by  artificial  assistance.  When  the  intestines 
are  seriously  involved  (occlusion)  the  phenomenon  in  a 
majority  of  cases  occurs  between  the  fourth  and  the  sev¬ 
enth  month  of  the  pregnancy.  When  ileus  occurs  during 
pregnancy  and  labor  the  prognosis  is  very  grave  for  both 
mother  and  child,  but  especially  for  the  mother.  The 
treatment  of  these  cases  should  be  surgical  rather  than 
obstetrical. 
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Abdominal  Hysterectomy.  In  a  clear,  short  article 
H.  A.  Kelly1  presents  the  salient  points  for  selection  of 
methods  in  abdominal  hysterectomy.  After  a  preamble 
in  which  he  asserts  his  conviction  that  the  pelvic  organs 
are  often  ruthlessly  sacrificed,  he  states  that  when  the 
radical  operation  has  of  necessity  to  he  performed,  there 
is  much  room  for  a  wise  selection  between  the  older  and 
newer  methods  of  removal  of  the  uterus,  as  befits  the 
individual  case.  Leaving  aside  the  question  of  tying  the 
round  ligaments  which,  though  apparently  insignificant, 
he  believes  should  always  he  tied  in  order  to  avoid  a  slow 
persistent  hemorrhage,  he  tersely  states  the  varying  steps 
in  each  method  of  operation  as  follows,  beginning  with 
the  old  classical  procedure  of  Freund  and  Stimson: 

1.  (a)  The  ligation  of  both  ovarian  and  then  of  both 
uterin  vessels,  followed  by  the  ablation  of  the  uterus. 

(b)  The  ligation  of  an  ovarian  and  a  uterin  on  one 
side,  followed  by  the  ligation  of  the  ovarian  and  the 
uterin  of  the  opposite  side,  with  the  final  step,  the  ampu¬ 
tation  of  the  uterus. 

2.  The  ligation  of  ovarian,  uterin  amputation  of  the 
cervix,  opposite  uterin  and  opposite  ovarian  vessels. 

3.  Transverse  division  of  the  cervix  behind;  both 
uterin  and  then  both  ovarian  vessels  secured. 

4.  The  transverse  division  of  the  cervix  anteriorly, 
followed  by  (a)  ligation  of  both  uterin  and  then  of  both 
ovarian  vessels,  or  (b)  the  bisection  of  the  uterus  from 
below  upwards,  beginning  in  the  divided  cervix,  followed 
by  the  removal  of  first  one  half  and  then  opposite  half. 

5.  Bisection  of  the  uterus  from  the  fundus  down  into 
the  cervix,  with  amputation  of  first  one  half  and  re¬ 
moval,  and  then  the  opposite  half,  leaving  or  removing 
the  ovaries  and  tubes  at  the  time  of  the  removal  of  the 
uterus,  as  most  convenient. 

Applying  these  methods  to  groups  of  cases,  Kelly  main¬ 
tains  that  a  simple  enucleation  case  may  be  treated  in¬ 
differently  in  the  classical  way  or  by  the  continuous  trans¬ 
verse  incision  or  by  Faure’s  method  of  posterior  supra¬ 
vaginal  amputation  of  the  cervix. 


(1)  Glasgow  Medical  Journal,  October,  1903. 
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In  a  case  in  which  there  is  pelvic  abscess  with  extensive 
bad  adhesions  on  one  side,  the  whole  procedure  becomes 
simpler  by  gaining  more  room  and  light  through  first 
removing  the  uterus  and  the  easier  side.  By  doing  this, 
new  avenues  are  opened  to  attack  the  adherent  mass  from 
below  or  from  the  front  of  the  broad  ligament  instead  of 
above. 

Suppose  we  have  to  deal  with  a  case  with  bad  adhe¬ 
sions  on  both  sides.  Here  we  employ  the  bisection 
method,  splitting  the  fundus  down  into  the  cervix,  and 
then  dividing  the  cervix  horizontally  to  expose  and  control 
the  uterin  artery,  and  then  enucleating  first  one  half  and 
then  the  other  half  of  the  uterus  in  a  manner  closely 
analogous  to  the  continuous  method — from  side  to  side. 

Lastly,  when  the  body  pf  the  uterus  is  buried  under 
adhesions,  the  enucleation  can  be  done  by  exposing  the 
cervix  behind  the  symphysis  by  pushing  the  bladder  down, 
and  then  dividing  the  cervix  horizontally,  so  as  to  detach 
the  uterin  body  from  the  cervix  and  expose,  at  the  same 
time,  the  uterin  vessels  which  are  then  controlled.  The 
uterus  may  now,  according  to  circumstances,  be  enucle¬ 
ated  in  its  totality  or  it  may  be  bisected  in  the  direction 
from  below  upward. 

The  same  principles  apply  to  the  treatment  of  fibroid 
uteri  of  large  or  small  size.  For  example,  an  intraliga¬ 
mentary  fibroid  is  often  best  approached  from  the  opposite 
side.  Given  a  medium-sized  or  small  fibroid  uterus  with 
both  tubes  and  ovaries  bound  down  in  the  pelvis  behind 
and  beneath  the  tumor,  then  the  best  method  of  removal 
will,  as  a  rule,  prove  to  be  bisection. 

Properly  used  by  a  skilled  surgeon,  the  newer  methods 
will  greatly  facilitate  and  simplify  the  operation. 

1.  By  greatly  shortening  the  period,  of  enucleation, 
and  so  bringing  the  operation  to  the  one  point  in  which 
all  operations  are  alike,  to  the  point  of  closing  the  peri¬ 
toneal  and  the  abdominal  wounds. 

2.  By  the  newer  methods,  the  great  uterin  vessels, 
whose  control  constitutes  the  chief  step  in  the  operation, 
are  promptly  secured,  and  thus  any  dangerous  hemorrhage 
avoided. 

3.  By  the  removal  of  the  uterus,  abundant  room  is 
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afforded  to  deal  with  the  adherent  nterin  tubes  and 
ovaries. 

4.  Abundant  light  is  also  shed  upon  the  field  of  oper¬ 
ation,  and  every  step  can  be  followed  in  all  its  minuter 
details. 

5.  New  avenues  are  also  opened  up  for  releasing  ad¬ 
herent  structures  from  below,  from  the  front  or  from 
behind,  instead  of  simply  working  from  above  as  formerlv. 

6.  It  is  also  possible,  with  greater  precision  and  se¬ 
curity,  to  pack  off  the  diseased  structures,  sequestrating 
them  from  the  general  abdominal  cavity. 

Improved  Treatment  of  TJterin  Infection.  The  treat¬ 
ment  of  acute  infection  of  the  uterus  is  discussed  by  H. 
G-.  Wetherill.1  This  author  from  his  own  experience  and 
that  of  others  maintains  that  the  uterin  curette  and  anti¬ 
septic  douche  are,  in  the  light  of  rational  scientific  treat¬ 
ment,  to  be  set  aside;  in  the  therapeutics  of  uterin  sepsis. 
The  question  is  what  to  do  in  place  of  these  measures. 
The  indications  surely  are  to  remove  putrescible  material, 
when  present,  with  as  little  disturbance  of  the  tissues  as 
may  be  possible;  to  provide  perfect  drainage  and  a  means 
for  maintaining  it  without  disturbing  the  patient  or  the 
parts  involved,  to  secure  absolute  rest,  promote  elimina¬ 
tion  and  sustain  the  general  strength  of  the  patient  and 
fortify  her  in  her  battle  with  the  disease  in  all  possible 
ways. 

The  method  of  Wetherill  comprehends  the  removal  of 
putrescible  debris  from  the  uterus  by  the  finger  and  blunt 
placenta  forceps,  followed,  if  necessary,  by  flushing  with 
salt  solution,  potassium  permanganate  solution  or  diluted 
alcohol,  all  nontoxic  and  used  only  for  their  mechanical 
effect  in  washing  out  loose  fragments ;  then  a  double 
drainage  tube  is  gently  inserted  to  the  uterin  fundus  and 
flushed  with  salt  solution  or  diluted  alcohol  to  assure  its 
freedom  from  obstruction  by  clots  or  debris,  the  vagina 
is  lightly  packed  with  iodoform  gauze,  and  the  patient  is 
returned  to  her  bed  if  she  has  been  removed,  for  no  anes¬ 
thetic  is  given  and  the  manipulation  is  so  gently  done 
that  none  is  needed.  The  tubes  are  then  flushed  every 


(1)  American  Medicine,  Jan.  30.  1004. 


74 


INFECTIONS  AND  ALLIED  DISORDERS. 


2  to  4  hours  with  alcohol  of  a  strength  varying  from  25 
per  cent  to  95  per  cent,  according  to  the  severity  of  the 
symptoms  and  the  degree  of  smarting  it  produces  at  the 
vaginal  outlet.  This  is  a  modification  of  the  alcohol 
method  of  Carossa,  but  a  very  important  and  valuable 
change  has  been  made  in  leaving  all  packing  out  of  the 
uterin  cavity  and  in  the  use  of  double  tubes  for  flushing 
and  drainage  without  disturbing  the  patient  from  her 
position  in  the  bed. 

The  advantage  of  a  double  rubber  flushing  tube  such 
as  Wetherill  proposes  is  obvious.  It  keeps  the  uterin 
cavity  free  from  the  distention  and  pressure  which  is  a 
feature  of  gauze  drainage.  Indeed,  he  thinks  that  drain¬ 
age  with  gauze  is  no  drainage  at  all  in  the  proper  sense 
of  the  word,  since  it  acts  as  a  perfect  dam  for  pus  and 
the  debris  of  suppuration. 

Adnexal  and  Other  Pelvic  Infections. 

Etiology  of  Salpingitis.  A  mass  of  statistics  bearing 
upon  the  etiology  of  salpingitis  has  been  collected  by  F. 
T.  Andrews.1  He  gathers  together  all  recorded  causes 
for  salpingitis  and  the  enumeration  of  them  is  valuable 
from  the  standpoint  of  reference.  The  classification  is 
most  readily  made  by  dividing  the  causes  into  parasitic 
and  nonparasitic. 

ISTonparasitic  causes  of  inflammation  of  the  tube  An¬ 
drews  lists  as  follows : 

1.  Congestion  and  hyperemia  from  “taking  cold.” 

2.  Pressure  or  dragging  caused  by 

(a)  Constipation. 

(b)  Tumors. 

(c)  Displacements. 

(d)  Hernia. 

3.  Trauma. 

4.  Extra-uterin  pregnancy. 

5.  Retained  menstrual  flow  in  case  of  atresia. 

6.  Phosphorus  poisoning. 

7.  Acute  infectious  diseases. 


(1)  American  Journal  Obstetrics,  February,  1904. 
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Cases  of  salpingitis  have  been  recorded  as  caused  by 
the  following  animal  parasites: 

(a)  Echinococcus. 

(b)  Blastomyces. 

(c)  Oxyuris  vermicularis. 

(d)  Ascaris  lumbricoides. 

Andrews  next  gives  the  bacteriologic  reports  of  680 
cases  of  pyosalpinx  taken  from  the  literature.  These 
show  the  following  percentages,  of  organisms: 

Sterile  . , . 55.  per  cent 

Only  saprophytes  .  6.  “  “ 

Gonococcus  . 22. 5  “  “ 

Staphylococcus  and  streptococcus.  12.  “  “ 

Pneumococcus  .  2. 

Bacillus  coli  communis .  2.5  “  “ 

Besides  these,  exceptionally  other  bacteria  have  been 
found,  for  instance,  typhoid  bacillus,  the  bacillus  of 
malignant  edema  and  the  pneumo-bacillus  of  Friedlander. 

It  will  be  noticed  that  tuberculosis  is  not  given  in  this 
list  because  the  lesion  caused  by  it  is  usually  not  pyo¬ 
salpinx  and  because  most  authors  do  not  include  it  in 
their  reports  of  pyosalpinx.  However,  the  following  fig¬ 
ures  throw  light  on  its  comparative  frequency.  In  4,470 
abdominal  sections,  tuberculosis  of  the  Fallopian  tube  was 
found  53  times  or  in  about  1.5  per  cent.  In  906  reported 
operations  of  inflamed  uterin  adnexa,  tuberculosis  was 
found  in  4.4  per  cent.  Tuberculosis  of  the  tubes  is  sec¬ 
ondary  more  often  than  primary. 

At  present  there  is  a  strong  tendency  to  regard  the  in¬ 
fection  of  the  tube  as  coming  by  way  of  the  blood  and  to 
look  on  peritoneal  tuberculosis  as  often  secondary  to  tu¬ 
berculosis  of  the  tube.  Infection  of  the  tube  direct  from 
the  intestine  by  way  of  lymph  spaces  and  adhesions,  or 
by  perforation  of  tuberculous  ulcers  of  the  rectum,  or  by 
perforation  of  a  bladder  ulcer  will  account  for  some  cases. 

Although  very  rare,  true  syphilis  of  the  tube  has  been 
reported  in  a  few  cases.  Gumma ta  have  been  found  in 
the  walls  of  a  tube.  We  have  no  idea  of  the  symptom¬ 
atology. 
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Actinomycosis  of  the  tube  has  been  found  a  number  of 
times. 

Mixed  infections  have  been  reported.  Andrews  thinks 
that  investigations  of  the  future  will  show  the  bacillus 
coli  communis  to  be  a  more  frequent  cause  of  salpingitis 
than  is  now  suspected. 

Pelvic  Suppuration.  The  results  of  study  and  treat¬ 
ment  of  a  large  number  of  cases  of  pelvic  suppuration 
extending  over  a  period  of  18  years  are  given  by  A. 
Brothers.1  He  states  that  for  practical  purposes  pelvic 
suppurations  may  be  divided  anatomically  into  two 
classes,  (1)  adnexal,  (2)  connective  tissue;  the  former 
includes  purulent  conditions  of  the  tubes  and  ovaries, 
the  latter  is  equivalent  to  the  old  term  pelvic  abscess. 
While  both  conditions  may  be  coexistent  in  the  same 
patient,  proper  differentiation  of  them  is  necessary  for 
a  rational  treatment. 

Pelvic  inflammation  precedes  suppuration.  Only  in  a 
small  proportion  of  cases,  however,  does  such  inflamma¬ 
tion  result  in  suppuration.  The  writer,  in  the  course  of 
eighteen  years1  experience,  has  seen  hundreds  of  cases  of 
pelvic  exudates  disappear  without  operative  aid.  It  is 
necessary  to  accentuate  this  fact  for  the  benefit  of  those 
afflicted  with  the  mania  of  making  “exploratory  laparot¬ 
omies’1  and  finding  always  in  this  class  of  cases  appa¬ 
rently  some  pathologic  condition  justifying  the  cutting 
of  the  belly.  If  they  would  leave  these  women  severely 
alone  Nature  would,  in  the  majority  of  cases,  remedy  the 
pathologic  state  herself  and  without  the  abstraction  of  use¬ 
ful  organs. 

The  most  frequent  etiologic  factor  in  the  production 
of  pelvic  suppuration  is  by  all  odds  the  gonococcus,  and 
Brothers  thinks  that  many  cases  occurring  during  or  fol¬ 
lowing  pregnancy  or  abortion  are  due  to  this  microbe. 
An  etiologic  factor  not  well  enough  recognized,  Brothers 
maintains,  is  manipulation  done  often  during  the  course 
of  office  practice.  These  manipulations  consisted  of  vio¬ 
lent  examinations  in  diseased  women,  the  use  of  the 


(1)  Medical  News,  June  G,  1003. 
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sound  for  diagnostic  purposes,  and  of  the  cervical  dilator 
for  the  purpose  of  curing  sterility. 

It  is  well  established  that  women  may  sometimes  carry 
pus  tumors  for  years  without  much  suffering.  Brothers 
thinks  there  is  no  doubt  about  some  of  these  cases  also 
getting  well  spontaneously.  Even  a  puerperal  abscess 
may  occasionally  so  disappear.  That  some  such  cases 
are  not  due  to  an  error  in  diagnosis,  Brothers  has  proved 
by  exact  diagnosis  made  with  the  aspirating  needle. 
Without  operation  there  may  be  three  outcomes  in  a  case 
of  pelvic  abscess:  (1)  small  pus  collections  may  undergo 
spontaneous  absorption,  (2)  pus  collections  may  lose  their 
virulence  through  the  attenuation  and  death  of  their 
micro-organisms,  (3)  pus  sacs  may  occasionally  discharge 
themselves  into  the  uterin  cavity  and  thus  bring  about 
a  spontaneous  cure. 

There  is  little  added  in  Brothers’  article  to  the  usual 
text  book  points  in  differential  diagnosis,  but  he  main¬ 
tains  strongly  that  as  the  diagnosis  of  parametritis  or 
cellulitis  indicates  simple  expectant  treatment  and  that 
of  intrapelvic  suppuration  indicates  surgical  treatment 
the  necessity  of  at  least  a  fairly  approximate  diagnosis 
becomes  self-evident.  Hence  every  element,  subjective 
and  objective,  must  be  taken  into  account.  Unless  the 
diagnosis  is  positive  or  in  cases  of  grave  exhaustion  or 
threatening  rupture  of  an  abscess,  observation  during  a 
few  days  or,  if  necessary,  weeks,  should  be  insisted  upon. 
Such  observation  is  best  carried  out  with  the  patient  in 
bed — the  temperature,  pulse  and  character  of  the  exudate 
being  carefully  noted  in  the  meantime. 

Suppuration  once  having  occurred,  the  only  legitimate 
treatment  is  surgical.  While  the  outcomes  mentioned 
above,  such  as  spontaneous  absorption  and  spontaneous 
discharge,  are  possible,  still  they  are  so  rare  that  they 
need  not  be  taken  into  serious  account.  Perforation  into 
neighboring  organs  is  more  common  than  discharge  to 
the  exterior.  The  trained  and  careful  physician  may  be 
of  great  service  to  the  surgeon  in  the  early  stages  of  pelvic 
inflammation.  Good  medical  judgment  is  necessary  to 
determine  upon  the  proper  measures  to  pursue  in  the 
presence  of  pelvic  exudates,  previous  to  the  stage  of  sup- 
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puration.  Thus,  under  the  use  of  rest,  local  refrigeration, 
massage  and  hot  douches— repeated  frequently  and  copi¬ 
ously — such  exudates  often  melt  away  as  surely  as  ice  on 
a  summer’s  day.  Again,  at  times,  judicious  delay,  even 
when  the  diagnosis  of  pelvic  suppuration  is  suspected, 
often  permits  the  pus  to  reach  points  on  the  surface 
(vaginal  or  abdominal)  which  permits  of  its  simple  man¬ 
agement  by  means  of  incision  and  drainage. 

The  cases  treated  exclusively  through  the  abdominal 
route  gave  the  most  satisfactory  results.  Still  it  would 
be  a  grave  error  to  conclude  with  some  surgeons  that  all 
cases  should  be  attacked  from  above.  To  be  sure  a  pus 
tube  or  pus  ovary  with  slight  or  few  adhesions  to  the 
pelvic  floor  is  usually  a  clear  case  for  laparotomy.  On 
the  other  hand,  a  pelvic  abscess  bulging  through  the 
vaginal  vault — no  matter  what  its  origin — is  just  as 
clearly  a  case  for  vaginal  section  and  drainage. 

After  stating  his  technic,  which  is  practically  that  of 
many  other  operators,  Brothers  states  that  it  is  now  his 
custom  to  anticipate  any  chance  for  post-operative  intes¬ 
tinal  absorption  by  the  early  administration  of  fractional 
doses  of  calomel,  which  are  given  as  soon  as  the  patient 
has  fairly  emerged  from  the  influence  of  the  anesthetic. 
If  necessary  the  calomel  is  followed  up  with  Seidlitz  pow¬ 
ders,  Epsom  salts,  or  enemata,  so  that  an  evacuation  of 
the  bowels  usually  takes  place  within  twenty-four  or  forty- 
eight  hours  after  operation.  An  exception  is  made  in 
those  cases  in  which  the  intestine  has  been  injured  or  in 
which  possible  thinning  of  the  intestinal  wall  has  occurred 
after  the  separation  of  extensive  adhesions. 

In  unilateral  gonorrheal  pyosalpinx  Brothers  is  dis¬ 
posed  to  remove  only  the  diseased  tube,  leaving  the  oppo¬ 
site  side  for  future  consideration.  Many  of  his  cases  have 
remained  well  and  in  others  he  believes  trouble  has  come 
through  reinfection  from  the  original  source,  about  which 
the  patient  should  be  warned. 

While  operation  for  pelvic  suppuration  is  always  a  life¬ 
saving  procedure,  the  ultimate  result  in  a  few  cases  is 
not  satisfactory  and  proves  very  distressing.  All  oper¬ 
ators  of  large  experience  have  seen  cases  in  which  suc¬ 
cessive  operations  have  been  necessary  to  finally  get  rid 
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of  all  the  pus  foci.  Even  when  the  uterus  is  removed  with 
the  adnexa,  such  a  focus  is  occasionally  left  behind. 

The  result  of  his  careful  surgical  and  pathologic  study 
of  pelvic  suppuration  Brothers  sums  up  as  follows: 

1.  To  prevent  suppuration,  examinations  in  patients 
suffering  from  any  variety  of  pelvic  inflammation  should 
be  made  gently  and  infrequently. 

2.  The  use  of  sounds  and  cervical  dilators,  under  ordi¬ 
nary  circumstances,  should  be  restricted  to  the  operating 
room  where  the  parts  can  be  thoroughly  prepared  and  the 
operator,  nurse  and  instruments  thoroughly  asepticized. 

3.  After  a  gonorrheal  pus  tube  has  been  removed  the 
woman  must  be  warned  of  the  possibility  of  an  invasion 
of  the  opposite  side  if  she  takes  the  chance  of  reinfection 
from  the  diseased  male. 

4.  Abscesses,  irrespective  of  their  origin,  when  “point¬ 
ing”  above  or  below,  should  be  treated  by  simple  incision 
and  drainage. 

5.  Sacculated  abscesses  presenting  the  characteristics 
of  intraperitoneal  tumors  should  be  treated  by  laparotomy, 
without  unnecessary  delay. 

Conservative  Methods  for  Pelvic  Infections.  A  descrip¬ 
tion  of  his  conservative  methods  in  the  treatment  of  pelvic 
infections  is  given  by  J.  0.  Polak.1  For  the  last  3  years 
his  method  of  procedure  has  been  a  modification  of 
Pryor’s  iodin  treatment.  The  steps  of  the  operation  are 
modified  in  the  individual  case,  depending  on  the  extent  of 
involvement.  In  acute  endometritis, with  parauterine  in¬ 
vasion,  the  patient  is  placed  in  the  Trendelenberg-lith- 
otomy  position,  and  the  uterus  is  carefully  curetted,  with 
the  finger  or  curette,  digital  curettage  being  preferable 
only  in  postabortum  and  postpartum  sepsis  after  the  third 
or  fourth  month.  Infection  due  to  the  gonococcus  and 
after  abortion  in  the  early  months  is  better  handled  by 
the  use  of  a  good  sharp  curette.  The  cavity  is  irrigated 
with  a  hot  normal  salt  solution,  dried,  and  a  30-grain 
pencil  of  iodoform  introduced  into  the  body  of  the  uterus. 
The  uterus  is  then  pulled  down  by  grasping  the  posterior 
lip  of  the  cervix  with  a  vulsellum,  and  the  cul-de-sac 


(1)  American  Gynecology,  November,  1903. 
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broadly  opened.  When  the  peritoneum  has  been  entered, 
the  uterus,  tubes  and  ovaries  are  freed  from  all  adhesions, 
free  fluid  in  the  cul-de-sac  evacuated  and  pus  pockets  en¬ 
tered  and  emptied.  If  the  tubes  are  thickened  or  the 
seat  of  tumefaction  they  are  brought  down  into  the 
vaginal  incision  and  excised  for  an  inch  or  more  along 
their  dorsal  surface,  the  pus  evacuated  and  the  mucous 
membrane  sponged  dry.  The  lumen  of  the  tube  is  then 
packed  with  a  narrow  strip  of  20  per  cent  iodoform 
gauze  and  the  tube  raised  to  its  proper  plane  in  the  pelvis 
and  held  in  this  position  with  loose  rolls  of  iodoform 
gauze,  which  are  placed  in  the  cul-de-sac  below  the  tubes. 
Each  roll  has  a  free  end  protruding  into  the  vagina, 
properly  marked  for  removal.  By  this  procedure  the 
uterus  is  placed  in  a  position  of  anteversion.  Should  the 
tubes,  after  being  freed  from  adhesions,  show  no  evidence 
of  thickening,  suppuration  or  tumefaction  they  are  raised 
in  the  pelvis  with  gauze  rolls  and  left  alone.  When  no 
adhesions  are  encountered,  as  is  the  case  in  virulent  strep¬ 
tococcic  infections,  the  pelvic  peritoneum  is  dried  and  the 
cul-de-sac  loosely  filled  with  dry  iodoform  gauze.  This 
prevents  the  further  absorption  of  toxins  from  the  pouch 
of  Douglas  and  sterilizes  the  contiguous  structures  by  the 
liberation  of  free  iodin.  Varying  from:  Pryor’s  method, 
it  has  recently  been  Polak’s  custom  to  leave  the  gauze  in 
position  and  untouched  for  at  least  four  days,  and  then 
with  the  patient  placed  in  Sims’  position,  to  remove  the 
gauze  rolls  successively.  This  can  be  done  painlessly  by 
injecting  into  the  vagina  several  syringefuls  of  50  per 
cent  peroxid  of  hydrogen  after  the  gauze  has  been  loosened 
from  the  edge  of  the  vaginal  wound.  The  cavities  are 
not  irrigated,  nor  are  they  repacked,  as  any  manipulation, 
however  gentle,  will  disturb  the  limiting  adhesions,  which 
are  exceedingly  frail,  and  thus  defeat  the  purpose  of 
isolation. 

By  using  care  in  the  removal  of  the  gauze  the  uterus 
and  tubes  maintain  their  proper  pelvic  position  and  are 
held  there  by  the  lymph  shell  until  absorption  and  organ¬ 
ization  of  the  large  protective  lymph  mass  has  taken 
place.  It  is  well  to  encourage  the  patient  to  assume  a 
semi-recumbent  posture  in  bed  after  the  gauze  has  been 


ADNEXAL  AND  PELVIC  INFECTIONS. 


81 


removed.  However,  if  her  condition  will  not  permit  her 
to  assume  a  position  other  than  prone,  the  head  of  the 
bed  may  be  raised  18  to  20  inches  to  accomplish  the  same 
end,  i.  e.,  gravity  drainage.  Vaginal  douches  of  two  or 
three  gallons  of  boric  acid  at  120°  F.  are  given  daily  to 
cleanse  the  vagina  and  favor  the  absorption  of  the  pro¬ 
tective  exudate.  The  patients  are  directed  to  lead  a  well 
ordered  life  for  some  months,  and  such  adjuncts  as  ich- 
thyol  internally,  tonics,  hot  vaginal  douches  and  weekly 
rectal  enemata  must  be  continued  over  several  menstrual 
periods. 

Polak  believes  that  iodin  accomplishes  its  results  not 
only  by  local  antiseptics  in  the  pelvis  but  also  by  being 
speedily  taken  into  the  circulation,  stimulates  the  adrenals 
without  overpowering  them  (the  theory  of  Sajous)  and 
so  destroys  the  bacteria  and  toxins.  The  results  which 
Polak  has  achieved  form  the  justification  of  his  method. 
Of  70  patients  operated  by  this  method  during  the  last 
3  years,  58  have  been  kept  under  constant  observation  for 
a  considerable  period.  Five  have  required  later  operation, 
52  have  had  no  further  surgical  treatment,  39  have  no  pain 
nor  gross  lesion  of  the  pelvis  which  requires  attention. 
Hone  have  had  subsequent  attacks  of  pelvic  peritonitis, 
6  complain  of  some  dysmenorrhea,  but  are  quite  free 
from  pain  in  the  intermenstrual  period.  Four  old  gonor¬ 
rhea  cases,  while  suffering  no  pain,  complain  of  men¬ 
orrhagia  and  have  large,  more  or  less  fixed  uteri. 

Statistics  of  Conservative  Pelvic  Surgery.  An  exten¬ 
sive  review,  chiefly  statistical,  of  American  conservative 
gynecologic  work  was  presented  by  A.  P.  Dudley1  as  the 
chairman’s  address  before  his  Section  of  the  American 
Medical  Association.  The  figures  given  represent  the 
work  done  by  a  large  number  of  operators  in  this  country 
who  endeavor  to  save  the  pelvic  organs  or  parts  of  those 
organs,  wherever  it  is  at  all  advisable. 

The  operations  reported  were  frequently  multiple,  to¬ 
gether  with  various  forms  of  resection  of  the  ovary  were 
appendicectomies,  salpingectomies,  salpingostomies  and 


(1)  Journal  American  Medical  Association,  December  12  and  19, 
1903. 
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plastic  work  on  the  lower  genital  tract.  The  results  ob¬ 
tained  must  be  considered  from  these  standpoints,  (1)  the 
curative  effect  of  the  operation  and  {ft)  the  preservation 
of  the  sexual  functions.  The  primary  mortality  is  small, 
about  1  per  cent,  9  cases  in  808  operations.  Some  of 
these  may  not  be  attributable  to  the  operation  itself. 
Curative  failures  do  not  run  higher  than  10  per  cent  and 
many  of  these  were  relieved  by  a  second  operation. 

The  fact  as  to  persistence  of  menstruation  is  not  an¬ 
swered  at  all  completely  in  reports  given  to  Dudley  by 
gynecologists.  The  question  of  subsequent  pregnancies 
can,  however,  be  ascertained  approximately.  In  the  2,168 
cases  collected  there  were  226  pregnancies  following  oper¬ 
ation.  Considering  the  fact  that  many  of  the  women 
undoubtedly  did  not  desire  more  children  and  that  only 
a  short  time  has  elapsed  in  many  cases  since  the  oper¬ 
ation,  these  figures  of  10  per  cent  becoming  pregnant 
witness  very  highly  to  the  efficacy  of  conservative  pelvic 
surgery  in  preserving  the  normal  functions. 

The  other  points  which  Dudley  goes  over  in  his  paper 
are  the  wrell  known  arguments  for  conservative  surgical 
vTork  in  the  pelvis.  Unsexing  the  woman  on  account  of 
the  severe  nervous  symptoms  produced  often  during  a  pre¬ 
mature  menopause,  is  always  to  be  deprecated.  In  nearly 
every  instance,  however,  there  is  a  moral  or  social  question 
involved  which  must  be  answered  according  to  the  given 
case. 

In  deciding  wdiat  to  do,  the  age  of  the  patient  is  an 
important  factor,  as  is  also  her  social  position.  The 
domestic  relations  of  the  woman  should  also  be  considered. 
The  after-effects  of  radical  work  and  the  dangers  to  which 
the  patient  is  to  be  subjected  should  also  carry  wreight. 

As  regards  the  actual  anatomic  conditions  present  and 
their  possibility  of  betterment  by  operation,  Dudley  says 
that  he  removes  small  fibroids  from  the  uterus  leaving 
the  appendages.  He  wrould  not  hesitate  to  open  a  hydro¬ 
salpinx,  wash  out  the  tube  and  drop  it  back,  nor  to  open 
up  a  hematosalpinx,  providing  the  tube  wras  patent  at  the 
uterin  end.  If  the  tube  is  occluded  at  the  uterin  end, 
and  if  it  w^as  not  the  result  of  sepsis  from  abortion  or 
gonorrhea,  he  would  not  hesitate  to  open  it  and  wrash  it 
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out.  If  lie  found  an  ovary  with  a  cyst,  no  matter  what 
size,  he  would  not  hesitate  to  remove  it  and  leave  what 
healthy  tissue  he  could  find.  There  is  one  condition  that 
may  exist  within  the  woman’s  pelvis,  however,  that  re¬ 
quires  the  most  radical  and  careful  treatment,  and  that 
is  dermoid  cyst  of  the  ovary — the  most  deadly  thing  in  a 
woman’s  pelvis. 

If  it  be  the  question  of  an  heir  to  inherit  a  large  prop¬ 
erty,  or  if  husband  and  wife  were  very  anxious  for  off¬ 
spring,  Dudley  would  do  any  amount  of  conservative 
surgery  compatible  with  their  wishes  and  safety. 

In  certain  forms  of  pyosalpinx  which  are  non-septic, 
in  which  the  tube  had  not  been  destroyed,  but  is  patent, 
even  in  these  cases  Dudley  says  he  would  wash  out  the 
tube  and  try  to  save  it,  provided  the  inflammation  was 
not  of  recent  date. 

The  suggestions  given  by  Dudley  for  technic  are  such 
as  have  been  frequently  stated  before  in  the  literature. 
The  upshot  of  his  whole  study  seems  to  be  that  conserva¬ 
tive  surgery  on  the  pelvic  organs  has  found  great  favor 
in  the  eyes  of  very  many  of  the  best  American  operators 
and  that  the  results  obtained  well  justify  continual  devel¬ 
opment  of  the  same  ideas  in  the  future. 

Vaginal  Section  for  Diseased  Adnexa.  The  scope  of 
vaginal  section  in  cases  of  diseased  appendages  is  laid 
down  as  follows  by  E.  H.  Grandin:1  Whenever  readily 
accessible  and  whenever  adhesions  to  the  neighboring 
structures  may  be  separated  without  undue  force,  the  dis¬ 
eased  appendages  should  be,  by  choice,  removed  by  the 
vaginal  section.  Whenever  the  aim  is  to  perform  plastic 
work  on  tubes  or  ovaries,  as  a  rule  the  same  incision  suf¬ 
fices.  So  much  for  the  general  proposition.  Specifically 
speaking,  pyosalpinx  or  ovarian  abscesses,  especially  if 
right-sided,  are  without  the  sphere  of  vaginal  section,  for 
the  reason  that  not  infrequently  the  vermiform  appendix 
is  also  involved  and  must  be  removed,  or  adhesions  to 
cecum  or  sigmoid  or  rectum  exist  and  may  alone  be 
surgically  treated  from  above.  Obviously  this  rule  may 
occasionally  not  hold  where  the  vagina  is  capacious. 


(1)  Medical  News,  February  28,  1903. 
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Ectopic  gestation,  if  unruptured  and  not  adherent,  falls 
within  the  scope  of  the  vaginal  section,  otherwise  Grandin 
selects  the  suprapubic  route. 

Scope  of  Vaginal  Section.  According  to  H.  U.  Wein¬ 
berg1  vaginal  section  finds  its  scope  in  pelvic  abscess 
which  is,  of  course,  often  easy  to  incise  directly  from  the 
vagina,  and  in  pyosalpinx  and  ovarian  abscess,  when  (a) 
the  abscess  sac  is  easily  reached  through  a  vaginal  incision 
and  can  be  removed  entire;  in  other  words,  when  it  is 
situated  in  Douglas’  cul-de-sac  and  is  fairly  movable, 
(b)  When  the  sac  is  not  large  and  can  be  removed  readily 
through  an  anterior  vaginal  incision.  Weinberg  has  suc¬ 
ceeded  more  than  once  in  removing  a  supposedly  gonorrheal 
pyosalpinx  in  this  way  without  rupturing  it,  and  with  a 
perfectly  normal  recovery  of  the  patient.  He  would  be 
loath  to  attempt  the  removal  of  an  ovarian  abscess  in  this 
manner  for  fear  of  rupturing  the  sac  and  infecting  the 
peritoneum,  (c)  In  pyosalpinx  and  ovarian  abscess,  dur¬ 
ing  the  acute  stage,  vaginal  section  is  indicated  if  the 
collection  of  pus  be  accessible  through  a  posterior  vaginal 
incision,  simply  to  tide  the  patient  over  the  dangerous 
period.  In  some  cases  when  the  pus  sac  is  unilocular 
and  favorably  situated  the  vaginal  section  may  prove  to 
be  not  only  a  palliative,  but  a  curative  measure.  But  in 
a  large  percentage  of  these  cases  a  secondary  operation 
will  need  to  be  performed  later  on.  There  is  a  class  of 
cases  of  acute  and  subacute  pyosalpinx  which  it  is  the 
custom  at  the  present  time  to  treat  palliativelv  for  weeks 
in  the  hope  that  in  time  the  pus  will  become  sterile. 
These  cases  can  be  safely  attacked  through  a  vaginal  and 
abdominal  section  combined.  By  pursuing  such  a  plan 
the  patient  is  saved  a  long  emaciating  illness  in  bed,  and 
sometimes  from  an  extension  of  the  lesion  through  re¬ 
peated  attacks  of  inflammation  during  the  waiting  period. 

Vaginal  Incision  for  Pelvic  Pus.  H.  G.  Boldt2  states 
that  he  has  modified  his  earlier  views  in  regard  to  the 
usefulness  of  vaginal  operations.  Their  application  is 
more  limited  than  at  one  time  he  had  supposed  it  to  be, 


(1)  Medical  News,  March  28,  1903. 

(2)  Medical  News,  March  28,  1903. 
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and  lie  bases  liis  opinion  on  experience  in  more  than  500 
vaginal  sections.  Considering  pyosalpinx  he  says: 

“Whenever  the  Fallopian  tubes  are  on  the  floor  of  the 
pelvis,  and  this  is  usually  the  case,  and  if  the  illness  be 
acute,  it  is  preferable  to  open  the  cul-de-sac,  incise  the 
pus  tubes  and  drain  them.  This,  however,  requires  good 
judgment  as  to  the  technic  to  be  employed  in  individual 
conditions.  Suppose  there  is  pyosalpinx  either  unilateral 
or  bilateral,  and  that  it  is  evident  that  the  pus  sacs  may 
be  readily  approached  per  vaginam,  but  that  the  general 
peritoneal  cavity  is  not  walled  off  by  pelveoperitonitic  ex¬ 
udate.  After  opening  the  cul-de-sac  of  Douglas  in  the 
median  line,  which  I  prefer  to  do  with  a  perforating 
dilator  (a  Palmer  uterin  dilator  with  the  ends  ground 
off  to  a  sharp  point)  and  then  to  stretch  the  opening  with 
a  proper  dilator  to  such  extent  that  the  pelvic  organs  may 
be  palpated;  the  pelvic  cavity  above  the  tubes  is  then 
walled  off  with  sterile  gauze,  then  the  Fallopian  tubes 
are  opened  and  after  the  pus  has  made  its  exit  a  strip 
of  gauze  is,  if  possible,  inserted  into  the  opening  made 
into  the  tube.  The  vaginal  opening  is  also  packed  with 
gauze  to  check  the  oozing  from  the  vaginal  wound  and  to 
keep  the  opening  as  large  as  it  was  when  made  with  the 
dilator.  In  case  a  larger  vessel  should  bleed,  it  must  be 
sutured.  The  dressings  are  changed  every  day  or  every 
second  day,  according  to  the  amount  of  secretion  formed. 
The  pus  cavities  are  washed  out  with  an  antiseptic  solu¬ 
tion  before  fresh  gauze  is  inserted.  This  treatment  is 
continued  as  long  as  pus  is  formed,  after  which  the  open¬ 
ings  are  allowed  to  close.  If  an  exudate  is  present  which 
walls  off  the  general  peritoneal  cavity,  the  gauze  packing 
above  the  pus  tubes  is  unnecessary/’ 

The  danger  of  such  a  surgical  procedure  is  practically 
nil;  but,  on  the  other  hand,  only  a  small  percentage  are 
even  symptomatically  cured.  Why,  then,  perform  this 
operation?  Because,  Boldt  says,  if  sufficient  relief  is  not 
given,  it  is  time  to  do  a  more  radical  operation  later. 
The  danger  of  this  later  operation  is  not  increased  by  the 
earlier  procedure.  The  same  principle  applies  to  ovarian 
abscess,  if  it  can  be  reached  readily  through  vaginal  sec¬ 
tion,  So  far  as  conservative  surgery  upon  the  adnexa  is 
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concerned,  mncli  more,  of  course,  can  be  accomplished 
abdominally  than  vaginally. 

Should  the  Uterus  he  Removed  in  Case  of  Double  Pyo¬ 
salpinx?  At  the  last  meeting  of  the  American  Gyneco¬ 
logical  Society  there  was  a  symposium  upon  the  subject, 
“ Should  the  uterus  be  removed  when  the  ovaries  and  tubes 
are  removed  in  cases  of  double  pyosalpinx,  when  operating 
either  through  abdomen  or  vagina  ?”  A  lively  discussion 
was  held  and  varying  points  of  view  were  brought  forward. 
A  paper  by  A.  H.  Currier1  is  abstracted  as  follows:  If 
the  removal  of  the  uterus  under  these  conditions  were 
proposed  as  a  matter  of  routine,  the  writer  would  reply 
emphatically,  no.  If  it  were  proposed  as  an  expedient 
when  the  uterus  itself  was  extensively  diseased,  the  author 
would  say,  yes.  It  might  also  be  removed  if  it  had  been 
greatly  injured  in  the  extrication  of  the  appendages,  or 
if  it  should  seem  to  be  required  as  a  means  of  controlling 
troublesome  hemorrhage.  To  remove  the  uterus  in  a 
young  woman  might  possibly  produce  unfavorable  mental 
effect  as  a  consequence,  near  or  remote.  To  remove  the 
uterus  from  one  near,  at  or  past  the  menopause,  might 
add  an  element  of  risk  to  the  operation.  To  remove  the 
uterus  might  weaken  the  pelvic  floor  and  might  introduce 
an  element  of  danger  from  enterocele.  To  remove  the 
uterus  unnecessarily  was  bad  morally,  for  it  tended  to 
establish  the  impression  of  the  unimportance  of  the  organ, 
and  that  it  might  be  unhesitatingly  extirpated  by  anyone 
who  had  the  requisite  skill.  To  remove  the  uterus  on  the 
ground  that  it  might  possibly  be  the  seat  of  malignant 
disease  in  the  future  was  assuming  more  than  the  clinical 
history  taught,  in  the  great  majority  of  cases,  and  was, 
moreover,  a  reproach  to  surgery,  making  it  destructive 
instead  of  conservative. 

P.  A.  Harris  expressed  himself,  rather  guardedly  how¬ 
ever,  in  favor  of  leaving  the  uterus.  He  feels  that  the 
price  of  removal  of  the  uterus  in  every  case  of  double 
pyosalpinx  may  be  partly  estimated  by  the  following  re¬ 
sults  : 

First,  loss  of  menstruation  in  every  instance. 


(1)  American  Journal  of  Obstetrics,  June,  1902* 
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Second,  partial  or  complete  extinction  of  the  sexual 
quality  in  a  large  proportion  of  the  cases,  together  with 
incomplete  physical  capacity  for  sexual  participation. 

Third,  injury  to  the  nervous  system  of  the  patient, 
arising  from  her  knowledge  and  appreciation  that  she 
has  been  prematurely  and  possibly  unnecessarily  deprived 
of  these  and  other  qualities,  which  render  her  physically 
and  to  a  certain  extent  morally  inferior  to  other  women. 

Harris  states  that  in  the  past  4^  years  he  has  exsected 
both  tubes  in  about-  150  cases,  most  of  the  patients  being 
cured  of  all  the  pelvic  pains  and  discomforts  complained 
of  after  the  occurrence  of  the  tubal  infection.  Ninety- 
five  per  cent  ‘of  the  patients  continued  to  menstruate. 

I.  S.  Stone  believes  it  unwise  and  unsurgical  to  remove 
any  organ  unless  it  is  permanently  and  incurably  dis¬ 
abled.  He  is  unwilling  to  admit  as  the  result  of  his  ex¬ 
perience  that  serious  or  dangerous  conditions  frequently 
result  from  retention  of  the  uterus.  Annoying  uterin 
discharges  may  continue  and  demand  treatment,  possibly 
curettement  and  cauterization,  but  even  this  is  better 
than  hysterectomy.  There  are  also  certain  positive  rea¬ 
sons  for  leaving  the  uterus :  the  uterus  left  in  assists  in 
maintaining  the  normal  position  of  the  adjoining  organs. 
A  retained  uterus  offers  greater  chance  of  immunity 
against  psychical  disturbances. 

An  entirely  different  view  of  the  matter  is  taken  by 
M.  D.  Mann.  This  author  states  his  agreement  with 
Henrotin,  who  laid  down  the  dictum  that  in  any  oper¬ 
ation  for  septic  diseases  of  the  female  generative  organs, 
which  demands  the  removal  of  the  tubes  and  ovaries, 
hysterectomy  should  be  performed  also,  unless  there  are 
plain  contraindications  forbidding  it. 

In  the  case  of  pus  tubes,  the  uterus  is  usually  infected 
and  might  make  trouble  afterwards.  It  might  become 
the  seat  of  cancerous  disease.  The  additional  time  taken 
for  its  removal  was  more  than  counterbalanced  by  the 
securing  of  good  drainage.  The  retained  uterus  is  no 
longer  of  any  use.  Menstruation  does  not  always  stop 
after  removal  of  tubes  and  ovaries,  and  the  retained 
uterus  might  become  excessively  troublesome.  A  woman’s 
sexual  life  is  unaffected  by  the  removal  of  the  uterus. 
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Answering  arguments  in  favor  of  leaving  the  uterus, 
Mann  stated  that  one  of  the  strongest  was  that  the  sexual 
life  of  a  woman  was  destroyed  by  the  removal  of  the 
uterus.  This  he  firmly  denies.  The  uterus  is  merely 
a  passageway  and  a  nest  for  the  growing  fetus ;  the  ovaries 
are  undoubtedly  the  true  sexual  organs  and  the  presence 
of  the  uterus  is  a  matter  of  very  little  import  as  compared 
with  their  presence. 

The  atrophy  of  the  vagina,  which  is  sometimes  seen  to 
follow  the  removal  of  the  uterus  and  appendages,  he  be¬ 
lieves  to  be  caused  by  establishment  of  the  menopause 
following  removal  of  the  ovaries. 

H.  C.  Coe  believes  that  there  is  no  necessity  for  re¬ 
moval  of  the  uterus  unless  it  is  diseased.  If  the  advisa¬ 
bility  of  its  removal  is  at  all  doubtful,  the  wishes  of  the 
patient  should  influence  the  surgeon.  He  finds  that  many 
women  prefer  to  take  the  risk  of  a  secondary  laparotomy 
or  vaginal  hysterectomy  rather  than  to  have  everything 
removed  at  the  first  operation. 

A  statistical  summary  of  results  in  dealing  with  pyo- 
salpinx  was  offered  by  C.  P.  Noble.  During  a  certain 
period  he  operated  on  58  cases  of  pyosalpinx  and  abscess 
of  the  ovary  by  removing  the  appendages  and  the  uterus. 
The  ensuing  mortality  was  only  1.7  per  cent.  Dur¬ 
ing  the  same  period  he  treated  36  cases  by  simple 
removal  of  the  appendages  with  a  mortality  of  5.5  per 
cent.  The  advantages  and  results  are  so  patent  that  it 
seems  to  him  there  can  be  no  question  as  to  the  superiority 
of  hysterectomy,  even  when  the  pus  is  limited  to  the  tube 
and  ovary.  The  superiority  of  hysterectomy  over  the 
removal  of  the  adnexa  consists  not  only  in  its  lower  mor¬ 
tality,  but  in  its  lower  mobility.  Control  of  the  four 
arterial  trunks  when  a  hysterectomy  is  done  gives  absolute 
control  of  the  blood  supply  so  that  there  is  no  oozing  after 
operation.  Without  hysterectomy  it  is  difficult  to  control 
the  oozing  points  by  ligature  and  the  result  is  that 
drainage  is  more  frequently  required  or,  on  the  other 
hand,  intraperitoneal  exudate  more  frequently  results. 

In  the  discussion  following  these  papers,  a  number  of 
different  and  contradictory  opinions  were  brought  forth. 
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The  chief  points  on  which  there  was  difference  of  opinion 
were: 

1.  Whether  preservation  of  the  nterns  was  of  any 
mechanical  benefit  that  might  offset  its  possible  tendency 
to  later  disease. 

2.  Whether  or  not  the  loss  of  the  uterus  together  with 
the  ovaries  destroyed  the  main  characteristics  of  the 
woman’s  sexual  life. 

Appendicitis  and  Gynecology.  After  a  short  review  of 
the  subject  of  appendicitis  from  the  standpoint  of  the 
gynecologist  as  treated  by  a  number  of  the  best  modern 
operators,  II.  P.  Newman1  recommends  the  following 
points  based  on  his  own  experience  and  the  teachings  of 
other  gynecologists : 

1.  That  the  abdomen  should  be  examined  in  all  im¬ 
portant  pelvic  cases  and  vice  versa. 

2.  Functional  disturbance  in  the  pelvis  may  produce 
disturbance  in  the  neighboring  abdominal  viscera. 

3.  In  opening  the  abdomen  for  pelvic  disease  the 
appendix  should  always  be  examined. 

4.  If  catarrhal,  adherent  or  containing  concretions,  it 
should  be  removed. 

5.  It  is  not  sufficient  to  break  up  or  separate  adhesions 
of  an  attached  appendix. 

6.  As  the  microscopic  examination  of  the  appendix  is 
not  always  conclusive,  its  removal  or  “prophylactic  ap¬ 
pendectomy/’  when  the  abdomen  is  already  open,  should 
be  determined  by  the  best  judgment  of  the  surgeon  and 
the  condition  of  the  patient  in  each  individual  case. 

7.  Any  appendiceal  or  localized  peritonitis  may  be  an 
active  factor  in  the  immediate  or  remote  production  of 
intestinal  obstruction.  Strangulated  intra-abdominal  her¬ 
nia  has  occurred  as  a  result  forty  years  after  the  primarv 
lesion,  and  with  entire  freedom  from  symptoms  during 
the  long  interim. 

8.  Irb  opening  the  abdomen  for  intestinal  obstruction 
the  appendix  and  pelvic  viscera  should  be  looked  to  for 
the  cause  of  trouble. 

9.  In  removal  of  the  appendix  the  invaginating  oper- 


(1)  Journal  American  Medical  Association,  October  10,  1903, 
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ation  should  be  done,  or  such  other  painstaking  work  as 
all  intraperitoneal  affections  demand,  to  protect  the 
wounded  surfaces  from  subsequent  adhesions. 

10.  The  frequency  of  implication  of  the  appendix  by 
contact  with  diseased  pelvic  genital  organs  (Kelly  cites 
twenty-seven  adherent  appendices  in  one  hundred  hystero- 
salpingo-oophorectomies,  and  the  figures  of  Peterson  cor¬ 
respond)  renders  important  not  only  the  early  removal  of 
pus  tubes,  infected  cystic  tumors  and  the  like,  but  also 
after  operations  where  the  appendix  remains,  its  careful 
protection  from  any  possible  denuded  peritoneal  surfaces 
or  involved  areas. 

11.  Barring  the  greater  liability  of  infection  from 
neighboring  viscera  and  the  somewhat  greater  difficulty 
of  differential  diagnosis  in  the  female,  we  have  more 
available  means  of  exploration,  a  better  prognosis  and 
greater  facilities  for  operative  and  non-operative  relief. 

Infections  of  the  Bladder. 

Etiology  and  Treatment  of  Cystitis.  The  mere  pres¬ 
ence  in  the  bladder  of  pyogenic  microbes,  excepting  the 
gonococcus  and  bacillus  tuberculosis,  is  not  sufficient  to 
produce  cystitis,  according  to  G.  Kolischer.1  Some  such 
condition  as  interference  with  the  vitality  of  the  mucosa 
by  trophoneurotic  influences,  mechanical  injuries  to  the 
bladder  wall  or  distention  of  the  bladder  and  retention  of 
the  urine  must  co-exist  or  have  been  previously  present. 

In  well  appointed  hospitals,  Kolischer  believes  that  in¬ 
fection  from  catheterization  is  nowadays  a  rare  occur¬ 
rence.  The  germs  of  the  urethra  can  hardly  be  held 
responsible,  because  researches  have  proven,  according  to 
Kolischer,  that  pathogenic  germs  are  not  usually  present 
in  the  female  urethra  or,  if  present,  are  not  virulent. 
Moreover,  post-operative  cystitis  may  occur  in  cases  when 
instruments  have  not  been  used  in  bladder  or  urethra. 

Kolischer  notes  that  in  operations  in  which  the  ureters 
have  to  be  dissected,  later  on  cystitis  nearly  always  de¬ 
velops. 


(1)  American  Journal  of  Obstetrics.  September,  1903, 
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Treatment  should  aim  at  prevention  as  well  as  cure. 
Mere  irrigation  of  the  bladder  does  not  suffice  even  for 
prevention.  It  is  much  better  to  leave  in  the  bladder 
a  certain  amount  of  antiseptic  fluid,  preferably  one  of 
the  non-irritating  silver  salts.  Furthermore  it  is  very 
important  to  make  sure  always  of  the  condition  of  the 
bladder  before  operating  and  to  cure  any  existing  cystitis 
before  celiotomy  is  performed.  Boric  acid  and  silver  ni¬ 
trate  solutions  often  are  ineffective,  urotropin  also  does 
not  seem  to  have  any  effect.  Ivolischer  recommends 
flushing  out  the  bladder  with  bichlorid  solution  from 
1 :10,o6o  to  1-5,000,  followed  by  instillations  of  iodoform 
oil  emulsion,  which  have  an  anodyne  effect.  These  bichlorid 
douches  may  be  used  every  other  day,  carefully  avoiding 
distending  the  inflamed  viscus.  In  scarcely  any  case  need 
more  than  3  or  4  of  these  applications  be  made. 

[Investigations  made  by  me  during  the  past  year  show 
that  the  reason  why  urotropin  and  its  congener  helmitol 
are  frequently  ineffective  is  because  the  conditions  of  their 
administration  are  not  carefully  enough  overseen.  In  a 
good  many  cases,  in  order  to  observe  even  the  faintest 
trace  of  formaldehyd  in  the  urine,  which  is  supposed  to 
be  liberated  in  the  kidneys  by  chemical  disassociation  of 
urotropin,  it  is  necessary  to  give  it  with  an  acid  which 
passes  through  the  kidneys  at  the  same  time.  A  previous 
treatment  with  benzoic  acid  has  been  recommended.  I, 
however,  have  detected  more  formaldehyd  when  giving 
daily  doses  of  acid  sodium  phosphate  as  recommended  by 
Hutchison.  Besides  this,  urotropin  in  many  instances 
is  not  given  in  nearly  large  enough  doses  to  be  effective. 
Most  people  can  well  tolerate  60  grains  a  day  and  of 
helmitol  much  larger  doses.  The  amount  of  these  sub¬ 
stances  necessary  to  give  in  any  case  certainly  varies 
greatly  and  can  be  gauged  easily  by  any  one  of  the  sim¬ 
ple  tests  for  formaldehyd  in  the  urine.  For  instance,  the 
addition  of  a  few  drops  of  solution  of  phloro-glucin  to  a 
few  c.  c.  of  urine,  which  is  then  underlaid  by  caustic 
soda  solution,  will  give  at  their  junction  in  the  presence 
of  formaldehyd  a  red  color  reaction  which  varies  in  in¬ 
tensity  according  to  the  amount  of  formaldehyd  pres¬ 
ent,  The  most  obstinate  form  of  post-operative  cystitis 
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to  the  urotropin  treatment  is  probably  of  colon  bacillus 
origin. 

An  effective  and  absolutely  non-irritating  form  of  local 
treatment  has  proven,  in  my  hands,  to  be  the  use  of  ar- 
gyrol,  weak  solutions  for  irrigation  and  stronger  ones, 
up  to  25  or  30  per  cent,  for  instillation,  allowed  to  re¬ 
main  until  the  next  urination  in  the  bladder.— W.  H.] 

Cystoscopic  Position. — In  making  cystoscopic  exam¬ 
inations  there  are,  according  to  J.  A.  Sampson,1  decided 
advantages  in  the  lateral-prone  position  of  Sims.  It  is  an 
easy  posture  for  the  patient — she  can  maintain  it  if  neces¬ 
sary  for  a  long  time.  It  is  a  passive  position,  requiring 
no  straining  of  muscles.  It  is  the  least  obnoxious  posi¬ 
tion.  There  is  little  exposure  of  the  person.  By  tilting 
the  pelvis  and  at  the  same  time  elevating  it  slightly,  the 
position  permits  of  enough  distention  of  the  bladder  for 
a  satisfactory  examination.  If  a  general  anesthetic  is  re¬ 
quired,  it  is  easily  given  in  this  position.  However,  the 
ureteral  orifices  are  not  as  easy  to  find  in  most  cases  as 
they  are  in  the  knee-chest  posture. 

Infections  of  Ureters. 

Inflammation  of  the  Ureters.  A  careful  study  of 
ureteritis  in  the  female  is  offered  by  E.  Garceau.2  For 
convenience  of  discussion  he  classifies  his  subject  into  (1) 
simple  ureteritis,  which,  of  course,  may  be  either  acute 
or  chronic,  (2)  ureteritis  with  obstruction,  (3)  tubercular 
ureteritis. 

It  is  doubtful  if  acute  ureteritis  ever  exists  except  in 
combination  with  cystitis  or  pyelitis.  Favorable  condi¬ 
tions  for  inflammation  of  the  ureter  are  particularly  of¬ 
fered  by  the  traumatism  of  parturition.  Pressure  vagin- 
ally  over  the  affected  ureter  may  demonstrate  sensitive¬ 
ness.  Aside  from  this  sign  the  diagnosis  is  difficult  on  ac¬ 
count  of  the  usual  involvement  of  the  bladder  or  kidney. 

It  is  well  known  that  inflammation  of  the  bladder  only 
in  exceptional  cases  results  in  ureteritis.  Infection  from 


(1)  Johns  Hopkins  Hospital  Bulletin,  July,  1903. 

(2)  American  Journal  of  Medical  Sciences,  February,  1903, 
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the  diseased  bladder  would  be  more  common,  if  the  valve 
at  the  ureteral  opening  did  not  act  as  a  determined  bar¬ 
rier  to  the  entrance  of  germs.  Injection  of  methylene 
blue  into  the  bladder,  even  under  high  pressure,  only  sel¬ 
dom  results  in  reflux  of  the  fluid  into  the  ureters. 

The  pathology  of  the  disease  is  that  of  mucous  mem¬ 
branes  elsewhere  in  the  bodv.  The  infection  mav  be 
either  ascending  or  descending,  and  has  been  known  to 
travel  via  the  lymphatics  from  infections  of  pus  tubes, 
inflamed  lymph  glands  and  pelvic  cellulitis.  The  symp¬ 
toms  for  the  most  part  are  those  of  the  concurrent  cys¬ 
titis.  Sometimes  there  may  be  pain  referred  to  the 
region  of  the  ureter  on  the  affected  side. 

The  most  important  sign  on  physical  examination  is  the 
greatly  increased  tenderness  of  the  affected  ureter  when 
pressed  upon  vaginally  as  compared  with  the  opposite 
ureter.  When  the  ureter  is  thus  pressed  upon  there  is  a 
coincident  extreme  desire  to  urinate,  which  is  with  diffi¬ 
culty  controlled  by  the  patient.  If  the  ureter  has  been 
diseased  a  long  time  it  is  possible  that  there  may  be 
some  enlargement  which  may  be  discovered  vaginally. 

Cystoscopic  examination  besides  the  usual  congestion 
of  the  trigone  shows  a  swelling  of  the  ureteral  eminence 
on  the  affected  side.  Besides  being  larger  than  normal, 
it  is  invariably  red  and  usually  streaky.  Ulcerations  are 
rare,  though  the  mucous  membrane  of  the  ureter  may  be 
everted.  Garceau  finds  in  the  examination  of  the  urine 
one  point  of  great  diagnostic  importance,  namely,  an  ex¬ 
cess  of  desquamated  epithelium  associated  or  not  with 
pus.  The  epithelium  is  in  varying  forms  and  may  be  free 
or  in  sheets.  Unless  the  renal  pelvis  is  involved  the 
amount  of  pus  is  likely  to  be  very  small.  The  diagnosis 
rests  principally  upon  the  above  points,  but  is  not  easy 
in  cases  of  simple  ureteritis.  If  on  account  of  long  du¬ 
ration  stricture  of  the  ureter  is  suspected,  passing  gradu¬ 
ated  bougies  through  the  cystoscope  will  clear  up  the 
diagnosis. 

The  prognosis  of  the  disease  is  very  poor  if  it  has  lasted 
a  long  time ;  but  if  recognized  early,  and  it  has  been  prop¬ 
erly  treated,  the  prognosis  is  encouraging.  In  the  very 
chronic  cases  treatment  has  been  very  unsatisfactory,  and 
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alleviation  of  symptoms  lias  been  all  that  has  been  accom¬ 
plished.  All  methods  of  treatment  have  been  tried,  but 
most  of  them  have  been  found  to  be  of  little  value.  The 
difficulty  lies  in  the  fact  that  the  disease  is  situated  in 
such  a  small  tube  in  the  center  of  the  body  that  it  cannot 
be  reached  by  direct  means.  The  treatment  has  been 
largely  palliative,  therefore,  and  has  been  confined  to  the 
administration  of  drugs  combined  with  general  hygienic 
measures.  Much  may  be  accomplished  in  this  way,  and 
these  measures  should  always  be  insisted  upon.  As  a 
preliminary  to  treatment  a  diseased  tube  or  ovary,  if  it 
lies  over  the  course  of  the  ureter,  should  be  removed. 
The  same  applies  to  other  diseased  pelvic  conditions.  The 
diet  should  be  carefully  regulated  with  reference  to  the 
kind  of  food  given.  It  should  be  bland  and  nutritious. 
Too  much  nitrogenous  food  should  be  avoided,  and  also 
those  foods  which  tend  to  make  the  urine  irritating,  such 
as  asparagus  and  rhubarb.  A  simple  diet  of  farinaceous 
food  should  be  given,  such  as  eggs,  soups,  broths,  fresh 
green  vegetables,  the  white  meat  of  poultry  and  game, 
occasionally  beef,  mutton  or  lamb,  plenty  of  milk,  and, 
above  all,  a  large  amount  of  water.  If  the  stomach  is 
irritable  it  may  be  difficult  to  select  the  proper  diet. 
Mann  has  seen  excellent  results  follow  a  restricted  milk 
diet.  Attention  to  the  bowels  is  of  importance,  as  a 
loaded  colon  pressing  on  the  ureter  is  productive  of  pain. 
The  function  of  the  skin  should  receive  attention,  and  hot 
baths  and  rubbings  are  recommended.  The  patient  should 
take  the  fresh  air  eVery  day,  if  she  is  able  to  be  out  and 
if  exercise  is  not  fatiguing;  if  it  is,  sitting  out  in  the  air 
is  the  next  best  thing. 

Regularity  of  living  is  essential.  The  patient  should 
retire  early,  and  she  should  likewise  take  a  good  deal  of 
rest  in  the  recumbent  position  in  the  daytime.  Over¬ 
exertion  invariably  aggravates  the  condition.  The  drugs 
usually  of  benefit  in  vesical  inflammation  may  be  tried. 
If  the  urine  is  acid,  decided  benefit  will  be  derived  from 
giving  acetate  of  potassium  in  large  doses.  Sandalwood 
oil  sometimes  relieves  symptoms,  but  it  is  irritating  to 
the  stomach.  Urotropin  is  sometimes  of  value,  but  it 
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appears  to  do  most  good  in  cases  in  wliicli  there  is  a  large 
amount  of  pus  in  the  urine.  Bicarbonate  of  soda  in  large 
doses  may  be  tried,  particularly  if  there  is  acidity  of  tiic 
stomach;  it  is  sometimes  of  great  value.  Alcohol  should 
be  avoided.  For  general  tonics,  iron,  arsenic  and  strych¬ 
nin  may  be  given.  Morphin  should  never  under  any  cir¬ 
cumstances  be  given,  on  account  of  the.  great  danger  there 
is  of  forming  the  habit.  Patients  tolerate  the  disease 
many  years  without  recourse  to  morphin,  and  it  is  quite 
unjustifiable  to  use  it,  A  good  remedy  for  sleeplessness 
is  trional ;  one  or  two  10-grain  doses  at  night  will  gener¬ 
ally  give  some  sleep,  and  it  may  be  freely  used.  No  habit 
is  formed  and  it  may  he  withdrawn  at  will. 

Topical  applications  to  the  bladder  have  done  much 
good  in  these  cases.  A  solution  of  nitrate  of  silver  in  a 
5  or  10  per  cent  strength,  applied  to  the  trigone  and  to  the 
ureteral  eminence  once  or  twice  a  week,  gives  considerable 
relief.  A  vesical  injection  of  a  5  per  cent  solution  of 
protargol  or  a  50  per  cent  solution  of  ichthyol  have 
proved  satisfactory.  About  2  drams  of  either  may  be  in¬ 
jected,  and  the  injection  should  be  retained  at  least  half 
a n(  hour. 

The  rational  method  of  treating  ureteritis  would  seem 
to  be  by  topical  applications  to  the.  ureteral  canal.  For 
this  purpose  Garceau  has  devised  an  instrument.  It  con¬ 
sists  of  a  long,  straight  silver  tube,  with  a  blunt-pointed 
extremity  and  a  bulbous  expansion  a  short  distance  from 
its  end.  A  rubber  tube  connects  the  instrument  with  the 
reservoir  bottle  containing  the  fluid  to  be  injected,  which 
fluid  is  forced  into  the  silver  tube  by  a  rubber  hand-bulb. 
After  the  air  is  expelled  the  silver  tube  is  introduced  into 
the  ureteral  canal  and  pushed  up  till  the  bulbous  ex¬ 
pansion  reaches  the  orifice.  The  ureter  and  pelvis  of  the 
kidney  are  now  injected.  The  patient  experiences  some 
pain  in  the  ureter,  but  it  is  tolerable.  Occasionally  she 
complains  of  some  backache  in  the  region  of  the  kidney 
injected.  Garceau  has  proved  by  an  experiment  on  the 
cadaver  that  the  whole  renal  pelvis  can  be  injected  in  this 
way.  A  solution  of  methylene  blue  was  used  and  the  in¬ 
strument  used  in  the  way  described.  When  the  kidney 
and  ureter  were  subsequently  opened  they  were  found  to 
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be  deeply  stained  with  the  dye;  all  parts  of  the  renal 
pelvis  were  of  an  intensely  blue  color.  The  only  solu¬ 
tions  which  he  has  yet  tried,  for  the  instrument  is  new, 
have  been  boracic  acid,  2  per  cent,  and  nitrate  of  silver, 
1  per  cent.  They  were  well  tolerated.  The  treatment  was 
done  in  the  office,  and  the  patient  returned  home  unac¬ 
companied.  As  to  the  results  of  this  treatment  it  is 
too  early  to  say,  for  it  has  been  done  only  a  few  times. 
The  patient  upon  whom  it  was  tried  always  experienced 
relief  after  the  applications,  especially  during  the  night 
following  the  treatment,  having  had  to  get  up  to  urin¬ 
ate  less  often  than  ever  before. 

Partial  Obstruction — Fibrous  Stricture.  The  chief 
cause  of  fibrous  stricture  is  gonorrhoeal  infection.  The 
stricture  may,  however,  result  from  ureteritis  from  other 
infections,  and  also  from  trauma  inflicted  by  the  passage 
of  a  renal  calculus.  Occasionally  external  inflammation 
around  the  ureter  will  result  in  stricture.  It  is  very  prob¬ 
able  that  many  cases  of  strictured  ureter  in  the  past  have 
been  diagnosed  as  neuroses,  cystitis,  hyperaemia  of  the  vesi¬ 
cal  neck  and  trigone,  reflex  irritable  bladder,  etc.,  because 
the  chief  symptom  of  the  disease  is  frequency  of  micturi¬ 
tion.  This  obscurity  has  been  due  to  the  difficulty  of  ar¬ 
riving  at  the  correct  diagnosis,  for  it  is  made  solely  by  in¬ 
strumentation. 

Symptoms  of  the  disease  are  those  of  simple  ureteritis 
and  need  not  be  repeated.  The  desire  to  urinate  is  pe¬ 
culiar.  The  patient  is  never  satisfied  and  slie  always  feels 
that  if  she  could  empty  the  bladder  satisfactorily,  she 
would  be  relieved.  The  diagnosis  is  made  with  bougies 
and  one  must  remember  that  normally  there  are  two  or 
three  narrowings  of  the  ureter. 

The  treatment  of  the  affection  should  have  for  its  end 
the  complete  restoration  of  the  lumen  of  the  canal.  Dila¬ 
tation  of  the  stricture  has  been  proposed,  and  it  has  this 
to  recommend  it,  that  it  does  not  involve  a  cutting  opera¬ 
tion.  The  number  of  reported  cures  by  this  method  of 
treatment  is  as  yet  so  few  that  we  cannot  form  any  idea 
of  its  position  as  a  therapeutic  measure.  We  do  know, 
however,  that  it  will  give  relief  from  symptoms.  The 
chief  objection  to  the  method  is  that  it  is  extremely  pain- 
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ful  at  times.  Urinary  fever  and  chills  occasionally  fol¬ 
low.  If  gradual  dilatation  fails  or  the  patient  will  not 
submit  to  it,  one  of  the  several  operations  recommended 
may  have  to  be  performed. 

Calculous  Obstruction.  Occasionally  stones  are  lodged 
in  the  ureter,  and  they  give  no  symptoms  at  all, 
and  they  may  be  passed  several  months  later  without  dis¬ 
comfort.  Usually,  however,  there  is  a  history  of  previous 
pain  in  the  kidney  and  along  the  course  of  the  ureter,  and 
there  may  have  been  attacks  of  renal  colic  with  hematuria. 
If  the  patient  has  seen  calculi  in  the  urine,  additional 
evidence  is  thereby  furnished.  The  vesical  symptoms  are 
suggestive  and  point  to  cystitis,  although  there  are  cases 
of  concomitant  vesical  irritability  in  which  no  true  in¬ 
flammation  exists  in  the  bladder,  the  irritability  being  due 
in  such  cases  to  reflex  causes.  The  examination  of  the 
urine  will  throw  considerable  light  on  the  nature  of  the 
disease,  particularly  the  examination  of  the  separated 
urines,  and  it  is  far  better  in  securing  the  separated  speci¬ 
mens  to  make  use  of  Kelly’s  oblique-end  cystoscope  in 
order  that  adventitious  blood  corpuscles  may  be  absolutely 
avoided;  this,  in  view  of  the  fact  tlTat  it  frequently  hap¬ 
pens  that  the  blood  in  the  urine  in  cases  of  calculi  of  the 
upper  urinary  passages  is  sometimes  very  scanty  in 
amount,  while  its  diagnostic  importance  is  very  great. 
The  absence  of  pus  does  not  exclude  calculus,  for  it  will  not 
be  found  if  infection  has  not  taken  place.  The  lessened 
urea  excretion  on  the  affected  side  is  characteristic  and 
shows  the  effect  of  inhibitory  influences. 

Occasionally  the  ureteral  stone  may  be  felt  through  the 
vagina,  making  the  diagnosis  plain.  The  wax  tipped 
bougie  may  be  passed.  The  shadow  of  the  stone  is  not  al¬ 
ways  clear  in  x-ray  negatives ;  65  positive  results  have  been 
recorded  in  a  series  of  206  cases. 

The  treatment  of  partial  calculous  obstruction  will  de¬ 
pend  on  the  length  of  time  the  calculus  has  been  lodged  in 
the  ureter.  Occasionally  it  may  remain  in  the  ureter 
some  days,  and  is  then  passed;  it  is  well,  therefore,  not 
to  be  in  too  great  haste  before  relieving  the  obstruction. 
When,  however,  the  obstruction  has  existed  an  appreciable 
length  of  time,  operation  should  be  decided  upon.  In  all 
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cases  the  operation  should  be  extraperitoneal,  for  it  is 
possible  to  reach  the  ureter  in  any  part  of  its  course  by 
appropriate  incisions.  The  ureter  having  been  exposed, 
the  stone  is  removed,  the  incision  in  the  ureter  closed  by 
fine  su  ures,  and  the  external  wound  closed,  with  drain¬ 
age. 

Complete  Fibrous  Stricture .  Acute  obstruction  of 
the  complete  variety,  caused  by  a  virulent  germ,  gives 
rise  at  once  to  acute  pyelitis  and  pyelonephritis,  the  symp¬ 
toms  of  which  are  of  such  a  marked  character  that  there 
is  usually  no  difficulty  in  making  the  correct  diagnosis. 

The  chronic  cases,  on  account  of  the  obscure  symptoms, 
are  of  greater  interest.  One  would  naturally  suppose  that 
a  chronic  pyelonephritis  in  which  the  cause  has  been  a 
stricture  of  the  ureter  would  present  symptoms  referable 
to  the  kidney  of  so  pronounced  a  type  that  there  would  be 
no  difficulty  in  diagnosing  the  renal  affection  at  once. 
Such  is  not  the  case.  A  kidney  will  sometimes  go  on  to 
complete  destruction  without  ever  giving  more  pronounced 
symptoms  than  an  occasional  backache  or  uneasiness  in 
the  lumbar  region.  In  these  cases  the  vesical  disturbance 
is  the  chief  cause  of  suffering.  Though  pyelonephritis 
may  affect  the  general  health,  the  kidney  may  not  attract 
attention  to  itself. 

Four  courses  are  open  for  consideration  in  the  treat¬ 
ment  of  fibrous  stricture  with  pyelonephritis  and  violent 
cystitis:  The  first  is  nephrectomy;  the  second  is  gradual 
dilatation  of  the  stricture  with  bougies,  combined  with 
repeated  washings  of  the  renal  pelvis  with  antiseptic  solu¬ 
tions  carried  up  to  the  kidney  by  means  of  a  long  renal 
catheter ;  the  third  is  the  performance  of  a  cystotomy,  with 
the  idea  of  relieving  the  distressing  symptoms  on  the  part 
of  the  bladder  and  of  allowing  the  kidney  to  go  on  to  com¬ 
plete  destruction,  in  the  hope  that  it  will  atrophy  and 
give  rise  to  no  further  disturbance;  the  fourth  is  making 
an  artificial  fistula  above  the  strictured  portion  of  the 
ureter. 

Tubercular  Ureteritis.  The  frequency  with  which 
tuberculosis  affects  the  ureter  may  be  seen  by  the  follow¬ 
ing  figures:  In  3424  autopsies  performed  at  the  Boston 
City  Hospital  and  at  the  Massachusetts  General  Hospi- 
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tal  during  the  past  ten  years  tuberculosis  of  the  kidney 
occurred  64  times,  of  which  cases  24  were  of  the  caseous 
variety  and  40  of  the  miliary.  In  the  24  caseous  cases 
the  ureter  was  diseased  as  well  as  the  kidney ;  in  the  re¬ 
maining  cases  it  was  not  affected. 

The  symptoms  referable  to  ureteritis  are  so  masked  and 
overshadowed  by  those  produced  by  the  renal  and  vesical 
tuberculosis  that  they  attract  little  attention.  The  main 
symptom,  and  the  one  which  may  excite  suspicion,  at  least, 
that  the  ureter  has  begun  to  be  involved,  is  colic.  This  is 
produced  by  a  shred  of  tissue  which  is  caught  in  the 
ureter  as  it  descends. 

On  physical  examination,  if  the  disease  has  lasted  any 
length  of  time,  thickening  of  the  ureter  will  always  be 
found  on  vaginal  examination.  This  thickening  is  quite 
characteristic  of  the  disease.  It  is  readily  detected  by  the 
finger,  and  it  is  felt  as  a  solid  cord  running  toward  the 
pelvic  brim.  It  is  very  tender  to  the  touch,  and  pressure 
on  it  excites  an  urgent  desire  to  urinate.  Abdominallv 
an  enlarged  ureter  may  be  felt  through  the  abdominal 
walls  if  the  patient  is  thin,  but  not  otherwise.  The  ap¬ 
pearances  seen  through  the  cystoscope  are  characteristic, 
and  are  sufficiently  marked  to  allow  of  a  diagnosis  being 
made  in  the  majority  of  cases.  The  typical  tuberculous 
ulcers,  with  their  raised  edges  and  excavated  appearance, 
are  very  apt  to  be  situated  near  the  orifice  of  either  ureter, 
generally  to  the  inner  side,  and  miliary  tubercles  may  be 
seen  in  the  vicinity.  In  a  very  advanced  stage  of  the 
disease,  when  the  mucous  membrane  of  the  whole  bladder 
has  been  sloughed  off,  there  may  be  cicatrices  and  corru¬ 
gations.  In  such  a  case  the  diseased  eminence  may  have 
disappeared  as  the  result  of  the  ulcerative  changes,  and 
there  may  be  some  difficulty  in  finding  the  ureteral  orifice. 
The  urine  gives  changes  such  as  would  be  expected  in 
pyelonephritis.  There  is  abundant  pyuria,  and  the  amount 
of  albumin  is  large ;  casts,  renal  elements,  shreds  and  lastly 
the  tubercle  bacillus  are  found.  If,  however,  the  tuber¬ 
culous  disease  has  not  gone  beyond  the  limits  of  the 
ureter,  and  has  not  invaded  the  kidney,  the  amount  of  pus 
may  be  very  slight;  this  is  a  sure  indication  that  the 
kidney  has  not  been  seriously  involved,  for  with  a  large 
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secreting  cavity  in  the  kidney  the  amount  of  pyuria  on 
the  affected  side  is  always  large. 

The  treatment  of  tubercular  ureteritis  is,  of  course,  sur¬ 
gical.  The  kidney  may  be  taken  out,  leaving  the  ureter, 
or,  in  favorable  cases,  a  complete  nephro-ureterectomy 
may  be  done.  Sixteen  cases  of  the  complete  operation 
have  been  reported  with  but  one  death. 
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PART  III. 

TUMORS.  MALFORMATIONS. 

Tumors  of  Vulva. 


Carcinoma  of  Vulva.  Primary  carcinoma  of  the 
vulva  is  the  subject  of  a  paper  by  R.  Peterson.1  This  is 
a  rare  disease,  especially  in  America,  as  compared  with 
the  figures  of  two  European  statisticians,  Gurlt  and 
Gonner,  who  have  asserted  respectively  that  10  per  cent 
and  5  per  cent  of  all  carcinomata  of  the  genital  tract  in 
women  are  situated  on  the  vulva.  There  seems  to  be  a 
predisposition  to  this  disease  in  old  women,  although  oc¬ 
casionally  it  appears  in  the  fourth  decade.  In  3  of  the  4 
cases  reported  by  Peterson  the  site  of  the  .disease  was  a 
little  to  one  side  and  below  the  clitoris;  in  the  fourth 
case  the  ulceration  made  a  crescent  around  the  perineum. 
The  initial  symptom  in  3  of  the  cases  was  intense  pruritus, 
pain  appeared  early  in  only  one  case. 

It  probably  depends  largely  upon  the  type  of  the  growth 
whether  or  not  the  inguinal  glands  are  involved. 

In  operating  to  aim  at  a  radical  cure  the  inguinal 
glands  should  be  removed,  and  removed  first  so  as  not 
to  contaminate  the  operative  field  by  the  discharge  from 
the  ulcerating  mass  below.  The  glands  from  both  in¬ 
guinal  regions  should  be  removed,  since  it  is  impossible 
to  state  positively  that  the  disease  lias  not  involved  the 
opposite  side  of  the  vulvar  cleft.  Both  labia  major  a, 
minora  and  the  clitoris  must  be  removed.  Peterson  urges 
cauterization  of  the  ulcerated  surface  before  incision  into 
healthy  structures.  If  carcinoma  of  the  vulva  can  be  seen 
and  treated  early  enough,  good  results  can  be  expected. 


(1)  American  Journal  of  Obstetrics,  June,  1903. 
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Tumors  of  Urethra. 

Carcinoma  of  Urethra.  In  reporting  a  case  of  pri¬ 
mary  carcinoma  of  the  female  urethra  J.  S.  Percy1  states 
that  this  undoubtedly  is  an  extremely  rare  disease.  A 
number  of  conditions  may  be  mistaken  for  it,  which  may 
lead  to  the  belief  that  the  condition  is  not  very  uncom¬ 
mon,  but  the  cases  which  have  been  histologically  studied 
and  proven  to  be  primary  carcinomata  are  certainly  very 
few.  Perhaps  the  most  instructive  point  that  Percy 
brings  out  is  in  regard  to  the  diagnosis. 

In  every  abnormality  of  the  female  urethra  one  of  4 
possible  conditions  should  be  thought  of  as  involved  in 
the  correct  diagnosis — caruncle,  syphilis,  cancer  and  lupus. 
This  last  can  be  dismissed  from  consideration  because 
no  case  has  been  recorded  in  which  the  primary  focus  was 
discovered  either  in  the  urethra  or  the  vulva.  Caruncle, 
although  benign  in  its  course,  often  causes  more  suffering 
than  does  cancer  in  the  early  stages.  The  latter  is  fre¬ 
quently  not  noticed  until  well  advanced.  There  may  pos¬ 
sibly  be  some  relationship  between  caruncle  and  cancer. 
Percy’s  case  was  treated  as  caruncle  for  4  months.  Syphilis 
offers  more  of  a  problem  in  the  correct  diagnosis  of  a 
possible  malignant  growth  in  or  about  the  urethra  than 
any  other  one  condition.  Several  gynecologists  reported 
to  Percy  cases  in  which  every  appearance  of  the  lesion 
suggested  malignancy,  and  yet  the  growth  entirely  disap¬ 
peared  under  specific  treatment.  Unfortunately,  how¬ 
ever,  this  treatment  does  not  always  aid  in  clearing  up  the 
diagnosis.  Even  dermatologists  are  not  agreed  as  to  the 
nature  of  these  lesions,  even  when  syphilis  is  suspected. 
The  final  diagnosis,  as  with  cancer  elsewhere,  must  always 
rest  upon  microscopic  findings. 

For  treatment  in  the  present  state  of  our  knowledge, 
the  axiom  of  free  and  wide  incision  still  remains  true. 
The  earlier  and  freer,  the  longer  the  immunity.  The  line 
of  spread  of  carcinoma  from  the  urethra  is  not  yet  deter¬ 
mined.  Some  undoubted  primary  cases  seem  to  have  passed 


(1)  American  Journal  of  Obstetrics,  April,  1903. 
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superficially  through  the  skin  to  involve  distant  parts ; 
others  have  manifested  their  continued  growth  by  second¬ 
ary  involvement  of  the  deep  pelvic  tissues  only. 

The  making  of  an  artificial  vesico-vaginal  fistula  has 
been  found  necessary  in  some  otherwise  inoperable  cases. 
A  suprapubic  urinary  fistula  may  serve  a  useful  purpose 
after  closure  of  the  urethra,  either  by  operation  or  when 
complete  blocking  has  occurred  from  the  growth. 

Tumors  of  Round  Ligament. 

Tumors  of  Round  Ligament.  A  study  of  tumors 
of  the  round  ligament  is  offered  by  R.  Emanuel.1  This 
author  states  that  these  tumors,  particularly  of  the  con¬ 
nective  tissue  order,  are  much  more  frequent  than  is  gen¬ 
erally  considered.  He  has  collected  76  cases  from  the 
literature.  He  reports  also  4  cases  which  are  typical,  both 
by  reason  of  their  anatomic  construction  and  their  posi¬ 
tion.  Three  of  the  tumors  were  taken  from  young  women 
-  and  developed  in  the  distal  end  of  the  round  ligament, 
in  front  of  the  external  inguinal  ring.  Two  of  the  tumors 
proved  histologically  to  be  fibromata,  one  of  them  con¬ 
taining  glands  derived  from  the  Wolffian  body.  The  third 
case  was  a  pure  fibroma,  containing  an  old  hematoma. 
The  fourth  case  was  found  at  the  autopsy  of  a  woman  who 
had  died  from  carcinoma — it  was  a  fibroma  which  arose 
from  the  round  ligament  intraperitoneally  about  4  cm. 
from  the  uterin  cornua.  Some  18  of  the  collected  cases 
were  found  inside  the  abdomen. 

Extra-abdominal  tumors  of  the  round  ligament  are 
described  by  D.  H.  Lewis2  in  an  interesting  paper.  He 
says  that  these  tumors  appear  most  frequently  in 
the  earlier  part  of  adult  life  and  that  they  are 
located  more  often  on  the  right  side  than  on  the  left 
and  that  they  are  often  influenced  unpleasantly  by  men¬ 
struation.  Lewis  has  seen  two  cases  that  had  been  mis¬ 
taken  for  hernia.  Indeed,  the  importance  of  these  tumors 
rests  in  the  fact  that  they  may  be  very  readily  mistreated 


(1)  Zeitschrift  fur  Geburtschilfe  und  Gynakologie,  Bd.  48,  lift.  3. 

(2)  American  Journal  of  Obstetrics.  August.  1903. 
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by  application  of  trusses,  as  other  authors  have  noted. 
The  neoplasms  under  discussion  may  be  fibro-myomata, 
lipomata  and  more  rarely  sarcomata  and  carcinomata. 
The  appearance  of  the  tumor  may  be  preceded  by  pain  or 
the  tumor  itself  be  the  first  thing  noticed.  Tumors 
of  the  inguinal  region  rarely  exceed  the  size  of  a  hen’s 
egg,  but  when  in  the  labium  majus,  they  may  reach  the 
size  of  the  head  of  an  infant.  Lipomata  may  present 
false  fluctuation,  their  shape  may  be  lobulated,  sometimes 
there  may  be  a  true  cluster  of  five  or  six  tumors  inde¬ 
pendent  of  each  other.  Tumors  of  the  round  ligament  are 
irreducible  except  in  the  early  stages  of  development. 
The  connection  of  these  tumors  with  the  round  ligament 
is  rarely  to  be  made  out  clinically.  Between  menstrual 
periods  the  tumor  is  generally  painless,  but  at  that  time 
may  become  the  seat  of  a  very  sharp  pain,  which  radiates 
into  the  lower  extremity,  the  lumbar  region  and  the  pelvis. 
A  tumor  of  the  extra-abdominal  portion  of  the  round  liga¬ 
ment  is  differentiated  from :  ( 1 )  an  ordinary  reducible 

inguinal  hernia  of  bowel  or  omentum,  or  both,  by  the  ab¬ 
sence  of  reducibility,  impulse  on  cough  and  tympany  on 
percussion;  (2)  from  an  incarcerated,  irreducible  or  ad¬ 
herent  hernia,  by  the  absence  of  impulse  on  coughing, 
history  of  reduction  on  previous  occasions,  i.  e.,  before 
reduction  becomes  impossible,  absence  of  any  history  of 
nausea  and  vomiting;  (3)  from  a  strangulated  hernia,  by 
the  absence  of  the  signs  above  narrated  and  the  grave 
symptoms  incident  to  all  bowel  strangulation,  shock,  in¬ 
creased  pulse  rate,  nausea  and  vomiting. 

Since  tumors  in  this  region  may  undergo  malignant 
degeneration  the  prognosis  may  become  very  grave. 

Extirpation  of  the  tumor  should  be  performed  as  soon 
as  it  is  recognized.  After  severing  the  tumor  and 
ligating  the  round  ligament,  it  is  preferable  to 
fasten  the  round  ligament  to  the  w^alls  of  the  inguinal 
canal  except  when  the  uterus  has  been  deviated  to  the 
affected  side  and  thus  it  becomes  desirable  to  release  the 
ligament  in  order  to  remedy  that  deviation. 
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Tumors  of  Fallopian  Tubes. 

Peritoneal  Cysts  of  Fallopian  Tubes.  The  nature 
of  the  small  cysts  which  are  frequently  met  with  in  the 
peritoneal  coat  of  the  Fallopian  tube  is  the  subject  of  a 
paper  by  T.  G-.  Dickson.1  The  author  states  that  these 
cysts  are  practically  always  found  together  with  neoplasms 
or  inflammatory  diseases  of  the  generative  organs,  most 
frequently  with  myoma  of  the  uterus  and  salpingitis.  Be¬ 
cause  of  their  benignity  and  their  small  size  these  cysts 
do  not  produce  clinical  symptoms.  Dickson  examined  a 
series  of  6  cases  and  found  the  histologic  appearance  of 
the  cysts  identical.  From  these  researches  he  disagrees 
with  many  writers  who  have  theorized  as  to  the  cause  of 
these  cysts  and  states  that  they  are  dilated  lymph  spaces 
associated  with  those  diseases  of  the  tube  and  neoplasms 
of  the  generative  organs,  which  are  capable  of  interfering 
with  the  free  circulation  of  lymph  in  the  tubal  peritoneum. 

Syphilis  of  the  Tube.  Nothing  the  paucity  of  the 
literature  on  the  subject,  G-.  S.  Whiteside2  reports  a  case  of 
gumma  of  the  Fallopian  tube.  A  woman  with  a  clear 
history  of  syphilis  for  seven  years,  who  had  been  exam¬ 
ined  by  Whiteside  a  little  more  than  a  year  previouslv, 
presented  herself  August,  1901,  with  tumor  size  of  large 
lemon  on  right  side,  region  of  Fallopian  tube.  Symptoms, 
pain  for  two  months  in  right  iliac  fossa,  worse  at  night. 
Backache,  headache,  malaise.  Douches  and  usual  meth¬ 
ods  employed  without  success.  Under  mercurial  and 
iodid  treatment  the  tumor  was  observed  to  grow  smaller 
week  by  week  and  finally  in  ten  weeks  to  have  entirely 
disappeared,  as  was  shown  by  repetition  of  the  examina¬ 
tion  under  ether,  which  was  at  first  undertaken  for  diag¬ 
nosis.  No  return  of  the  tumor  up  to  September,  1903. 

Tumors  of  Ovary. 

Hemorrhagic  Ovarian  Cyst.  A  study  of  hemorrhagic 
cyst  of  the  ovary  is  offered  by  Bauby  and  Castan.3  The 


(1)  American  Journal  of  Obstetrics,  July,  1903. 

(2)  Boston  Medical  and  Surgical  Journal.  December  17,  1903. 

(3)  Gazette  des  HOpitaux,  February  12  and  17,  1903. 
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true  hemorrhagic  cyst,  according  to  these  authors,  is  al¬ 
ways  intra-follicular.  Their  size  is  variable,  it  may  even 
reach  the  dimensions  of  the  head.  They  are  often  bound 
down  by  adhesions ;  they  rupture  readily ;  they  have  a  tend¬ 
ency  to  indefinitely  increase  in  size.  Both  ovaries  are 
probably  always  affected.  The  prime  etiologic  factor  is 
absence  of  rupture  of  the  follicle,  this  in  turn  having  always 
been  caused  by  a  morbid  condition  of  the  ovary.  There 
may  have  been  ovaritis  from  external  or  internal  infection, 
syphilis,  one  of  the  exanthemata  or  perhaps  some  neurotic 
or  rheumatic  diathesis.  Added  to  these  predisposing 
causes  may  be  local  congestions,  such  as  occur  at  puberty 
or  with  genital  excesses,  etc. 

In  the  larger  number  of  cases,  the  disorder  comes  on 
slowly  and  insidiously,  beginning  either  with  retardation 
or  suppression  of  menstruation.  There  may  be  pain  in 
one  or  both  iliac  fossae,  dull  most  of  the  time,  but  exag¬ 
gerated  by  fatigue,  radiating  to  the  back.  With  the 
growth  of  the  tumor  the  symptoms  vary  like  those  accom¬ 
panying  any  pelvic  growth. 

The  differential  diagnosis  is  a  difficult  matter.  Besides 
the  findings  by  examination,  there  are  two  main  points, 
to  be  borne  in  mind,  the  pain  and  the  irritation  of  the 
peritoneum,  which  so  frequently  leads  to  extensive  adhe¬ 
sions. 

Indications  for  treatment  are  plain;  if  the  tumor  is 
small,  resection  and  preservation  of  the  ovary. 

Calcification  of  Ovary.  A  contribution  to  our  knowl¬ 
edge  of  calcification  of  the  ovary  is  made  by  J.  Milander.1 
He  has  recently  had  a  case  which  differs  from  the  findings 
of  these  cases  previously  published.  Several  separate 
calcifications  of  stony  hardness  corresponding  to  corpora 
lutea  were  found,  and  the  ovary  through  earlier  spontane¬ 
ous  amputation  was  separated  from  the  broad  ligament 
and  found  in  the  cul-de-sac  of  Douglas.  The  tube  on  the 
corresponding  side  was  atrophic.  Milander  removed  this 
ovary,  which  was  the  left  one,  in  the  course'  of  an  opera¬ 
tion  for  cyst  of  the  right  ovary.  He  found  no  evidence 
whatever  of  inflammation,  neither  old  nor  recent.  It 


(1)  Zentralblatt  fur  Gynakologie,  February  2,  1903. 
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seems  sure,  thinks  Milander,  that  the  condition  in  this 
case  was  caused  by  disturbance  of  nutrition,  due  to  pres¬ 
sure. 

Undescended  Ovary  Developing  Tumor,  A  tumor  the 

size  of  a  child’s  head,  diagnosed  previously  as  hydrone¬ 
phrosis,  removed  by  Peterson  of  Heidelberg  was  investi¬ 
gated  by  Agnes  Bluhm,1  who  found  it  of  special  gynecolo¬ 
gic  import.  The  tumor  was  in  the  region  of  the  left 
kidney  and  was  attacked  through  a  lumbar  incision, 
finally  demanding  resection  of  the  twelfth  rib.  There 
was  no  connection  with  the  kidney.  A  pedicle  ran  from 
the  under  side  of  the  tumor  behind  the  colon  into  the 
broad  ligament.  Microscopic  examination  showed  the 
tumor  to  be  an  ovary  and  the  pedicle  to  consist  of  con¬ 
nective  tissue  and  smooth  muscle  fiber.  The  neoplasm 
was  a  necrotic  spindle-celled  sarcoma,  the  place  of  origin 
of  which  must  have  been  in  the  parenchymatous  zone  of 
the  ovary. 

Since  in  the  normal  place  on  the  left  side  no  ovary  was 
to  be  found,  it  must  be  that  the  explanation  of  this  ab¬ 
dominal  position  of  the  ovary  arose  in  peritonitic  pro¬ 
cesses  in  the  second  fetal  month  before  descent  of  the 
ovary  had  taken  place.  Such  an  inflammatory  process 
would  hinder  the  ovarian  descent  and  thus  the  tumor  be 
developed  in  the  position  where  it  was  found. 

Cystic  Kidneys  Resembling  Ovarian  Cysts  Two  re¬ 
markable  cases  of  cyst  formations  in  movable  kidneys, 
making  a  clinical  picture  closely  resembling  ovarian  cysts, 
are  reported  by  R.  B.  Hall.2  When  the  patients  came  to 
this  author  the  appearance  of  the  abdomen  and  the  phys¬ 
ical  signs  were  exactly  those  of  patients  suffering  from 
ovarian  cysts  of  large  size,  yet  upon  investigation  they 
proved  to  be  kidneys  that  had  been  movable  and  later  had 
become  cystic.  One  of  the  cases  had  been  tapped  once 
or  twice  a  year  for  a  number  of  years,  at  each  tapping  3 
or  4  gallons  of  fluid  being  removed.  Each  time  after  the 
tumor  was  tapped  there  had  been  several  months  of  com¬ 
paratively  good  health.  When  seen  by  the  author  the 


(1)  Archiv  fur  Gynakologie,  Bd.  68,  Hft.  2. 

(2)  American  Journal  of  Obstetrics,  January,  1904. 
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clinical  history  was  the  only  feature  which  did  not  coin¬ 
cide  with  the  diagnosis  of  ovarian  cyst.  Examinations  of 
the  urine  were  negative,  at  operation  3J  gallons  of  thick 
green  pus  was  removed  and  the  pedicle  of  the  cyst  was 
found  to  be  the  renal  vessels. 

The  other  case  was  of  the  same  nature,  the  cyst  being 
about  the  same  size.  Both  patients  recovered. 

The  conclusion  drawn  by  Hall  is  that  movable  kidney 
demands  surgical  relief  on  account  of  the  danger  of  ob¬ 
struction  of  the  ureter,  followed  by  hydro-  or  pyonephrosis. 

Cystic  Bladder  Resembling  Ovarian  Cyst.  A  case 
of  cystic  bladder  closely  resembling  ovarian  cyst  is  re¬ 
ported  by  E.  Fortun.1  The  tumor  was  about  the  size  of 
a  man’s  head,  somewhat  movable,  occupying  the  lower  ab¬ 
dominal  segment.  Urine  was  being  passed  frequently, 
amount  in  24  hours  about  normal.  At  operation  the  cyst 
could  not  be  withdrawn  through  the  central  abdominal 
incision.  Puncture  of  cyst  wall  brought  forth  clear  watery 
fluid.  The  interior  looked  like  the  bladder.  Catheter 
passed  from  below  did  not  penetrate  the  cyst  cavity  and 
did  not  withdraw  fluid  from  the  cyst.  Back  of  the  cyst 
was  then  found  a  myomatous  uterus  which  was  removed. 
A  catheter  now  introduced  through  the  urethra  passed 
into  the  cyst  cavity.  Evidently  the  uterus  compressed  the 
bladder  into  two  portions,  gradually  shut  off  the  drainage 
of  the  upper  part  and  established  a  permanent  cyst.  The 
urine  in  the  cyst  lost  its  characteristics,  becoming  watery 
as  in  hydronephrosis. 

Clinical  Results  of  Conservative  Ovarian  Surgery. 

Experiences  in  operating  conservatively  on  sclero-cystic 
ovaries  in  a  series  of  23  cases  are  reported  by  A.  Bour- 
sier.2  The  main  reason  for  undertaking  to  preserve  suf¬ 
ficient  of  the  ovary  to  functionate  has  been  prevention  of 
the  nervous  symptoms  of  the  induced  menopause.  He 
operated  always  by  the  abdominal  route  and  employed 
most  frequently  igni-puncture,  sometimes  resection  and 
sometimes  a  combination  of  both.  He  used  resection 
principally  in  the  cases  where  a  large  cystic  mass  existed 


(1)  American  Journal  of  Obstetrics,  May,  1903. 

(2)  Journal  de  Medecine  de  Bordeaux,  May  24,  1903. 
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in  the  ovary  or  where  there  was  a  hemorrhagic  cyst  or  cysi 
of  the  corpus  luteum  of  a  follicular  mass  which  formed 
a  tumor  easy  to  dissect  and  enucleate. 

In  order  to  judge  accurately  of  the  results  Boursier  in¬ 
sists  that  one  must  wait  for  some  months  after  the  opera¬ 
tion.  He  therefore  reports  only  the  present  series  of  23 
of  his  cases.  The  immediate  results  of  the  operation  are 
practically  always  excellent.  The  writer  has  not  had  any 
death  and  the  patients  always  give  at  least  the  early  ap¬ 
pearance  of  being  cured.  But  with  the  next  menstrual 
period  a  different  storv  is  told.  With  some,  however, 
this  return  of  discomfort  is  only  temporary  and  gradually 
after  some  months  a  better  state  of  affairs  is  reached.  In 
his  23  cases  Boursier  has  had  7  complete  cures,  all  of 
which  have  been  operated  on  more  than  a  year  previously. 
Menstruation  with  them  has  become  absolutely  normal. 
In  13  other  cases  the  operation  has  only  ameliorated  the 
symptoms.  Ten  of  these  cases  have  had  improvement 
marked  enough  so  that  they  have  gone  back  to  their  occu¬ 
pations  and  suffer  pain  only  at  the  time  of  menstruation 
or  when  they  are  over-fatigued.  The  other  3  have  only 
slight  improvement,  suffering  somewhat  all  of  the  time. 
Finally,  in  3  cases,  there  was  absolute  failure.  Two  of  his 
cases  have  become  pregnant  since  his  operation  and  in 
both  of  them  he  had  performed  unilateral  oophoro-sal- 
pingectomy.  Boursier  finally  adds  that  comparatively  poor 
though  his  results  may  seem,  at  least  his  patients  were 
not  subjected  to  an  important  mutilation  and  that  their 
generative  functions  were  preserved. 

Ovariotomy  in  Pregnancy.  A  practical  statistical 
study  of  ovariotomy  during  pregnancy  is  presented  by  K. 
Heil1  upon  the  basis  of  5  cases  of  his  own  and  241  cases 
collected  from  literature.  The  totals  made  by  these  sta¬ 
tistics  show  clearly  several  points  of  interest  for  the 
operative  gynecologist.  (1)  The  fact  of  pregnancy  being 
present  does  not  materially  alter  the  prognosis  for  the 
mother  if  ovariotomy  is  performed.  In  237  cases  there 
were  only  5  deaths,  2  per  cent  attributable  to  the  opera¬ 
tive  work.  (2)  Only  in  20  per  cent  of  the  cases  is  preg- 


(1)  Muenchener  medizinisehe  Wochenschrlft,  January  19,  1904. 
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nancy  interrupted,  45  out  of  231  cases.  Indeed  in  the 
G4  cases  of  Heil's  table  which  he  appends  to  the  figures 
earlier  published  by  Orgler  there  have  been  only  six  in¬ 
terruptions  following,  only  10  per  cent.  These  figures  seem 
especially  small  when  we  remember  the  precarious  possi¬ 
bilities  of  any  pregnancy,  confinement  and  puerperium 
complicated  by  an  ovarian  tumor. 

The  practical  lessons  which  Heil  would  draw  from  all 
this  careful  study  are:  (1)  That  every  pregnant  woman 
who  complains  of  abdominal  pain  or  discomfort  in  the 
genital  sphere  should  receive  a  very  careful  examination 
into  the  conditions  of  the  genital  organs.  (2)  If  the  diag¬ 
nosis  wavers  between  extrauterine  pregnancy  and  normal 
pregnancy,  with  an  ovarian  tumor,  then  laparotomy  is  un¬ 
equivocally  indicated.  The  danger  of  the  uncertain  con¬ 
dition  remaining  is  always  greater  than  the  danger  of 
operation.  (3)  Whenever  possible  the  Fallopian  tube 
on  the  side  of  the  tumor  is  to  be  left  intact.  This  is  in 
order  to  disturb  the  uterus  as  little  as  possible.  For  the 
same  reason  Heil  strongly  advocates  the  abdominal  route 
for  operation. 

From  the  splendid  results  obtained  by  careful  operators 
Heil  believes  strongly  in  the  dictum  of  Pfannenstiel  that 
“One  should  operate  just  as  soon  as  the  diagnosis  of  ovar¬ 
ian  tumor  is  made  in  a  pregnant  woman.” 

Heil. in  his  own  cases  found  that  the  abdominal  opera¬ 
tive  scar  gave  no  trouble  during  the  remainder  of  preg¬ 
nancy  and  during  confinement. 

Tumors  of  Uterus. 

Myoma. 

A  notable  series  of  lectures  on  pelvic  myoma  has  been 
contributed  by  A.  H.  G.  Doran.1  This  author  treats  of 
certain  clinical  features  of  the  subject  which  are  not 
dwelt  on  to  any  extent  in  the  text-books  and  yet  which, 
according  tq  the  experience  of  Doran,  are  worthy  of  con¬ 
siderable  attention.  We  give  some  of  the  main  points 


(1)  The  Harveian  Lectures,  The  Lancet,  February  7.  14,  21,  1903. 


TUMORS  OF  UTERUS. 


Ill 


from  his  lectures  which  altogether  make  an  extensive  and 
valuable  treatise  on  pelvic  myoma. 

The  surgical  anatomy  of  the  broad  ligament  Doran  first 
discusses  in  connection  with  the  accompanying  illustra¬ 
tion.  The  relations  of  the  mesosalpinx  compared  with  the 
mesometrium,  as  defined  by  Waldeyer,  are  especially  to 


..'Peritoneum  reflected. 


Parametric, 

Cotturr.tii/e.  Tl&&U£. 

Fig.  3.  Vertical  section,  through  the  broad  ligament  showing  rela¬ 
tions  of  mesosalpinx  and  mesometrium,  as  distinguished  by  Waldeyer. 


be  noted.  The  layers  of  the  mesometrium  as  they  de¬ 
scend  part  widely,  the  gap  being  filled  by  the  parame¬ 
trium,  part  of  the  pelvic  connective  tissue.  The  anterior 
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layer  soon  turns  sliarply  upwards  over  the  corresponding 
side  of  the  bladder  and  pelvic  wall,  to  become  the  parietal 
peritoneum  of  the  abdomen.  Hence  this  fold  forms  the 
lateral  continuation  of  the  utero-vesical  pouch.  Its  rela¬ 
tion  to  the  bladder  is  very  important  and  is  often  greatly 
altered  by  fibroids  which  develop  in  the  anterior  part  of 
the  uterus  and  grow  outwards.  Broad  ligament  fibroids 
cause  yet  greater  displacement  of  this  fold.  Hence  in 
operating  on  such  cases  the  surgeon  must  make  sure  where 
the  fundus  of  the  bladder  lies.  Even  when  the  fold  is 
normal  the  bladder  may  be  found  in  abnormal  relation 
to  it. 

When  a  fibroid  of  the  broad  ligament  or  uterus  grows 
forwards  and  upwards,  displacing  this  fold,  it  not  only 
draws  up  the  bladder  on  its  anterior  aspect  but  also  in¬ 
sinuates  itself  between  the  abdominal  parietes  and  the 
parietal  peritoneum.  When  the  fibroid  burrows  in  the 
mesosalpinx  the  tube  wfill  lie  stretched  in  the  tumor,  as 
in  the  case  of  parovarian  cyst,  whilst  when  it  opens  up 
only  the  lower  part  of  the  broad  ligament,  the  mesosal¬ 
pinx  and  the  tube  will  project  from  the  upper  surface 
of  the  tumor. 

The  surgical  anatomy  of  a  broad  ligament  fibroid  is  of 
much  more  importance  to  us  than  its  pathology.  The 
tumor  usually  lies  at  first  between  the  folds  of  the  meso- 
metrium.  It  is,  as  a  rule,  sessile,  but  it  may  be  peduncu¬ 
lated.  Whilst  the  mesometrium  is  always  involved,  the 
mesosalpinx  is  seldom  opened  up,  nor  does  this  kind  of 
tumor  commonly  originate  between  its  folds,  which,  un¬ 
like  the  mesometrium,  include  but  little  connective  and 
muscular  tissue. 

In  fibroid  of  the  broad  ligament  anemia  is  not  rare  and 
is  of  special  importance,  since  it  is  the  anemia  of  ill  health 
rather  than  the  condition  due  to  bleeding  seen  in  uterine 
myomata.  When  menorrhagia  is  present  there  is  probably 
a  myoma  or  polypus  in  the  uterus  as  well.  The  sessile 
myoma  of  the  broad  ligament  may  attain  great  size.  It 
does  not,  however,  irritate  the  peritoneum  by  rolling 
about,  nor  does  it  set  up  uterine  hemorrhage.  Ascites  is 
not  common.  Emaciation  and  edema  of  the  lower  ex- 
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tremities  is  very  common.  When  the  tumor  is  large,  there 
may  be  grave  pressure  effects. 

In  most  cases  diagnosis  is  difficult,  since  the  outline  of 
the  uterus  often  cannot  be  made  out  and  the  elevation  of 
and  pressure  on  the  cervix  may  prevent  the  sound  being 
passed.  Often  even  after  operation  it  is  not  easy  to  make 
out  that  the  tumor  has  developed  independently  of  the 
cervix. 

A  sessile  fibroid  of  the  broad  ligament  is  often  a  formid¬ 
able  growth  to  remove  and  its  extirpation  demands  many 
precautions. 

[These  remarks  by  Doran  appear  particularly  interest¬ 
ing  in  the  light  of  a  recent  experience  at  our  clinic.  A 
young  negro  woman  returned  who  had  been  operated 
upon  by  H.  E.  Sauer  some  eighteen  months  previously  for 
uterine  myoma,  on  that  occasion  a  supravaginal  hysterec¬ 
tomy  having  been  done.  An  enormous,  hard  tumor  now 
reached  from  pelvis  to  epigastrium.  The  cervix  could  be 
reached  and  apparently  was  not  involved.  At  the  opera¬ 
tion,  the  incision  begun  just  below  the  umbilicus  failed 
to  reach  peritoneum.  Directly  below  the  superficial  fas¬ 
cia,  the  substance  of  the  tumor  was  cut  into.  Extension 
of  the  incision  upwards  showed  a  free  end  of  the  tumor 
projecting  into  the  abdominal  cavity.  Removal  of  the 
growth  proved  remarkably  difficult  on  account  of  its  in¬ 
timate  connection  with  the  abdominal  wall  and  on  account 
of  the  puzzling  set  of  relationships  found  below.  The 
bladder  was  displaced  upwards  on  the  surface  of  the  tu¬ 
mor,  so  closely  attached  to  it  that  injury  to  the  bladder 
was  unavoidable.  Thus  the  tumor  answered  closely  the 
description  Doran  gives  of  a  growth  from  the  mesome- 
trium;  the  notable  feature  of  our  case  being  the  previous 
removal  of  the  uterus  for  the  same  trouble.  Dr.  Sauer  ex¬ 
pects  later  to  report  the  case  in  detail. — W.  H.*| 

Of  the  round  ligaments  Doran  remarks  that  they  may 
undergo  great  hypertrophy  in  cases  of  uterine  fibroid, 
even  when  little  stretched.  On  account  of  the  great  size 
of  the  artery  of  the  round  ligament,  the  whole  ligament 
should  be  secured  by  a  ligature  wherever  the  myoma  is 
large  and  vascular. 

There  are  four  questions  to  be  solved  in  respect  to  the 
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treatment  of  the  ovaries  in  hysterectomy  for  fibroid.  We 
must  first  find  out  if  the  period  always  ceases  after 
hysterectomy  with  removal  of  both  ovaries;  secondly,  if 
their  removal  really  involves  very  bad  menopause  symp¬ 
toms;  thirdly,  if,  when  more  or  less  be  left  of  the  ovaries, 
the  period  will  continue  regular;  and  lastly,  if  this  pre¬ 
servation  of  the  ovaries  be  wholly  beneficial. 

In  answer  to  the  first  question  Doran  states  that  sup¬ 
pression  of  the  menses  is  not  always  immediate  and  abso¬ 
lute,  for  cervical  menstruation,  whatever  that  may  be, 
continues  in  some  cases.  It  always  tends  to  cease,  but  it 
may  do  so,  as  will  be  presently  shown,  when  one  or  even 
both  ovaries  are  saved. 

With  regard  to  the  second  query  Doran  thinks  that  some 
women,  especially  young  women,  have  severe  symptoms 
of  the  menopause  after  removal  of  both  ovaries,  but  at 
the  same  time  he  believes  that  retention  of  the  ovaries 
is  not  a  matter  of  supreme  import  and  it  does  not  guaran¬ 
tee  the  patient  against  a  severe  menopause.  He  never 
scruples  to  remove  the  ovaries  when  there  is  the  least  sus¬ 
picion  of  ovarian  tumor,  or  when  there  is  marked  inflam¬ 
mation  of  the  appendages. 

The  third  question  is  whether  the  period  remains  reg¬ 
ular  after  hysterectomy  when  more  or  less  is  left  of  the 
ovaries.  In  17  out  of  44  cases  Doran  left  one  ovary  or 
in  one  case  only  a  piece  of  one  ovary.  In  only  four  did 
the  period  persist;  strange  to  say,  one  of  these  patients  is 
phthisical,  yet  she  remains  regular  over  two  years  after 
the  operation.  In  four  there  was  irregular  “show,”  whilst 
in  the  remaining  nine,  or  nearly  53  per  cent  of  the  17 
cases,  the  period  did  not  appear  after  operation,  and  in 
five  out  of  these  nine  the  menopause  was  distinctly  severe. 
One  of  the  five  was  36  years  old;  all  the  others  were  be¬ 
tween  40  and  45  years  of  age. 

We  have  now  to  consider  the  fourth  question :  Is  the 
practice  of  leaving  the  ovaries  or  sparing  one  ovary  wholly 
beneficial?  has  it  any  disadvantages?  and  may  it  not  be 
dangerous  in  certain  circumstances? 

The  most  serious  objection  to  leaving  the  ovaries  is  the 
possibility  of  their  becoming  the  seat  of  tumor.  This 
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may  entail  some  danger,  but  Doran  thinks  the  risk  is  not 
at  all  great. 

Abel  and  Zweifel  insist  that  a  hit  of  the  uterin  mucosa 
above  the  internal  os  must  be  saved,  otherwise  in  any  case 
a  severe  menopause  will  come  on  within  at  least  three 
years. 

Doran  thinks  there  is  no  evidence  to  support  this  view 
and  that  the  practice  is  not  without  danger.  Flaps  are 
likely  to  slough,  especially  in  anemic  patients.  Doran  lost 
two  cases  in  this  manner. 

Family  history  of  myoma  is  more  interesting  than  im¬ 
portant.  It  is  not  a  sound  guide  to  prognosis  and  treat¬ 
ment. 

Discussing  the  absorption  of  myomata  Doran  thinks 
that  whilst  rapid  absorption  is  doubtful  there  can  be  no 
doubt  that  many  fibroids  gradually  vanish.  The  process 
which  brings  about  this  result  is  probably  necrosis,  or 
more  strictly  speaking,  the  aseptic  necrobiosis  not  rare  in 
fibroid  tumors.  The  source  of  nutrition  fails  and  the  tu¬ 
mor  softens  and  becomes  infiltrated  with  fluid  which  dis¬ 
integrates  its  fibres.  When  extreme  shrinking  results  the 
condition  may  be  taken  for  absorption.  The  same  change 
no  doubt  causes  the  disappearance  of  fibroids  at  the  meno¬ 
pause,  as  is  usual  though  not  constant.  Perhaps  in 
some  of  the  cases  cured  by  drugs  the  tumor  was  really  a 
fibro-myoma  and  necrosis  was  induced  by  the  action  of 
the  drug.  The  same  may  be  said  of  treatmefit  by  elec¬ 
tricity. 

Necrosis  of  a  uterine  fibroid  is  a  change  of  great  clinical 
interest.  It  is  usually  accompanied  by  distinct  impair¬ 
ment  of  health,  whilst  the  advent  of  anemia  in  a  case 
where  menorrhagia  is  absent  is  very  characteristic.  Dull 
pain  is  felt  in  the  pelvic  region  and  the  tumor  is  often 
tender  to  the  touch.  The  temperature  is  usually,  but  not 
always,  above  normal  and  the  pulse  is  quick  and  weak. 
On  examination  the  tumor  is  found  enlarged  and  softer 
than  before  the  symptoms  just  described  set  in.  Obscure 
fluctuation  is  often  to  be  detected,  no  sloughing  structure 
presents  at  the  os  externum,  and  the  fornices  are  free. 
There  is  tenderness  in  the  pelvic  and  hypogastric  regions. 
Pathologically  this  change  consists  in  a  quiet  death  of  the 
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tissues  without  the  agency  of  germs ;  infiltration  of  red 
fluid  full  of  septic  organisms  sometimes  observed  is  no 
doubt  secondary.  The  tumor  becomes  infiltrated  with  fluid 
which  softens  and  even  breaks  down  its  fibres ;  this  infiltra¬ 
tion  is  sometimes  erroneously  named  “edema;”  it  is  ulti¬ 
mately  followed  by  shrinkage  of  the  mass.  Thus  many 
cases  of  rapid  “absorption”  have  been  instances  of  shrink¬ 
ing  necrotic  tumors. 

Perhaps  it  is  advisable  for  us  to  find  out  what  kills 
fibroids.  Abuse  of  ergot  has  been  given  as  a  cause,  and 
Doran  thinks  on  reasonable  grounds  in  some  cases.  In  more 
than  one  instance  under  his  observation  electricity  had 
been  tried  for  the  cure  of  the  tumor,  but  it  is  difficult  to 
determine  cause  and  effect.  Necrosis,  it  would  appear, 
usually  occurs  when  the  tumor  is  badly  placed  for  nutri¬ 
tion.  General  ill-health  may  unfavorably  influence  a 
fibroid  hitherto  innocuous,  whilst  a  bleeding  tumor,  by  im¬ 
pairing  the  general  health,  may  insure  its  own  destruction. 
Pregnancy  without  doubt  may  cause  necrosis  of  a  fibroid. 

The  term  “cup-and-ball  myoma”  has  been  applied  by 
Howard  Kelly  to  a  globular  fibroid  tumor  which  fits  more 
or  less  firmly  into  the  pelvis.  It  is  mainly  of  interest  on 
account  of  the  difficulty  experienced  by  the  operator  in 
drawing  it  up,  whilst  the  securing  of  the  broad  ligaments 
and  uterine  arteries  is  never  easy  when  the  fibroid  is 
spherical  and  developed  chiefly  in  the  lower  part  of  the 
uterus. 

The  most  important  question,  as  it  directly  concerns  the 
patient’s  interest,  is,  Why  should  it  be  removed  at  all? 
The  truth  is  that  many  fibroids  of  the  body  of  the  uterus 
pass  through  this  cup-and-ball  stage  before  they  are  de¬ 
tected  by  the  patient  or  by  the  medical  attendant.  If  the 
tumor  be  light  and  if  it  does  not  invade  and  therefore 
shorten  the  broad  ligaments  so  as  to  impair  its  own  mo¬ 
bility  it  will  cause  no  inconvenience.  Ultimately,  when 
the  patient  is  lying  on  one  side  or  stooping,  it  will  roll  up¬ 
wards  above  the  pelvic  brim  and  settle  for  good  in  the 
abdominal  cavity.  These  cases  are  often  seen  in  out¬ 
patient  departments  and  in  private;  they  largely  make 
up  the  series  of  fibroids  which  can  be  pushed  up  with  a 
clinical  history  of  subsequent  comfort  or  which  can  be 
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kept  up  more  or  less  by  a  pessary.  Whether  they  grow 
larger  after  their  ascension  or  give  trouble  through  menor¬ 
rhagia  is  not  to  the  point.  Not  rarely,  on  the  other  hand, 
does  the  cup-and-ball  fibroid  give  rise  to  special  troubles 
in  its  vicinity,  and  it  is  one  of  the  forms  of  uterin 
myoma  that  tends  to  arrest  its  own  development  by 
changes  prejudicial  to  the  patient’s  general  health. 

The  vessels  in  a  large  fibroid  of  old  standing  are  often 
extremely  dilated.  Therefore  a  souffle  may  be  heard  on 
auscultation,  which,  of  course,  must  not  be  confounded 
with  the  pulsations  of  the  abdominal  aorta  audible  through 
any  solid  tumor.  In  two  quite  recent  cases  the  souffle  was 
loud,  transmitting  in  one  a  thrill  to  the  j)alm  of  the  hand 
placed  on  the  surface  of  the  tumor.  In  the  other  the 
sound  as  heard  through  the  stethoscope  simulated  the 
souffle  of  pregnancy  perfectly.  It  means  that  there  are 
big  vessels  and  their  existence  implies  increased  risk  of 
the  hysterectomy.  A  big  vein  should  be  carefully  tied  on 
its  proximal  side.  Clamping,  invaluable  as  a  temporary 
resource  in  the  course  of  the  operation,  inflicts  much 
damage  on  the  tissues  immediately  surrounding  the  vein. 
Hence  it  is  better  to  avoid  clamping  a  big  engorged  vein 
on  its  proximal  side,  or  if  that  be  actually  necessary  the 
vein  should  be  ligatured  below  the  clamp  and  the  tissue 
bruised  by  the  instrument  carefullv  trimmed  away.  The 
ligature  should  never  be  stout.  No.  2  silk  will  answer 
well  for  a  vein.  Careless  clamping,  needless  handling  of 
structures  on  the  proximal  side  of  the  line  of  incision, 
and  stout  ligatures  not  only  increase  the  chance  of  in¬ 
flammatory  exudation,  parametric  abscess,  and  intestinal 
adhesion,  but  when  vessels  are  large  these  practices  natur¬ 
ally  promote  thrombosis  and  embolism. 

With  regard  to  the  management  of  the  capsule  after 
myomectomy,  Doran  considers  the  methods  of  other  opera¬ 
tors  and  offers  the  following  advice: 

When  there  is  not  likely  to  be  any  effusion,  as  in  cases 
where  the  enucleation  is  not  extensive  and  the  capsule, 
consisting  of  little  more  than  the  two  flaps  of  the  opened- 
up  broad  ligament,  shrinks  to  very  small  proportions,  the 
turning  in  of  everything  that  can  be  pushed  under  the 
flaps  is  in  the  highest  degree  advisable.  But  this  neat  and 
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surgical  tucking-in  practice  is  unsuited  to  cases  where  the 
capsule  is  deep,  forming  a  big  cavity  below  the  two  flaps 
of  peritoneum.  We  know  from  experience  that  it  is  not 
very  difficult  to  avoid  mischief  on  the  peritoneal  side  of 
the  flaps  whilst  it  is  not  easy  to  insure  the  patient  against 
complications  caused  by  prejudicial  changes  in  the  parame¬ 
trium  under  the  flaps,  complications  specially  probable 
when  the  enucleation  has  been  extensive. 

We  have  to  consider  at  present  the  treatment  of  a  big 
cavity  left  in  the  parametrium  after  enucleation.  The 
peritoneum  tolerates  a  great  deal  of  handling  and  liga¬ 
tures,  though  when  it  is  damaged  beyond  its  powers  of 
endurance  the  patient  is  placed  in  great  and  immediate 
peril.  The  parametrium  is  less  tolerant.  It  is  inevitably 
bruised  during  an  enucleation,  and  it  does  not  bear  bruis¬ 
ing  well.  It  tolerates  foreign  bodies  very  badly ;  now  after 
hysterectomy  it  often  has  to  hold  clot,  which  is  patho¬ 
logically  a  foreign  body,  and  it  must  of  necessity  contain 
ligatures  which  more  literally  come  under  that  denomina¬ 
tion.  Hence  certain  complications  are  apt  to  follow  hys¬ 
terectomy  and  panhysterectomy  where  there  has  been  ex¬ 
tensive  enucleation,  complications  seldom  deadly  like  sep¬ 
tic  peritonitis,  but  often  chronic  and  intractable,  torment¬ 
ing  to  the  patient,  and  discreditable  to  the  surgeon  and 
to  the  operation  itself.  These  late  complications  do  not 
always  appear  in  statistical  tables.  Owing  to  the  repara¬ 
tive  powers  of  the  serous  membrane  the  peritoneal  flaps 
seldom  fail  to  unite.  Their  edges  begin  to  adhere  in  a 
few  hours  like  the  margins  of  the  serous  layer  of  an 
abdominal  wound.  The  dangers  of  septic  infection  of  the 
peritoneum  are.  soon  averted,  usually  never  to  return  as 
far  as  the  capsule  is  concerned ;  sloughing  of  the  stump 
may  cause  it,  but  that  complication  is  not  under  consid¬ 
eration.  Later  trouble  arises  from  the  extra-peritoneal 
or  subperitoneal  relations  of  the  capsule.  The  patient 
often  does  well  for  a  week,  a  month,  or  longer  after  the 
healing  of  the  peritoneal  wound.  Then  comes  trouble 
which  is  usually  manifested  not  so  much  by  local  pain  as 
by  rise  of  temperature.  The  pulse,  though  quick,  is  usu¬ 
ally  not  weak  and  the  constitutional  symptoms  are  not  so 
marked  as  the  condition  of  the  pelvic  organs  found  on  ex- 
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animation  might  lead  an  inexperienced  observer  to  ex¬ 
pect.  In  short,  all  the  familiar  symptoms  of  parametritis 
or  pelvic  cellulitis  are  present.  The  cause  of  the  parame¬ 
tritis  is  suppuration  of  a  hematocele  or  a  phlegmon  de- 
*  veloped  around  an  infected  ligature. 

For  these  reasons  Doran  is  inclined  to  think  that  in 
cases  where  the  capsule  is  deep,  extending  far  below  the 
flaps  of  broad  ligament,  it  may  be  better  surgery  to  drain 
it  than  to  close  up  the  flaps. 

In  two  recent  cases  where  he  has  drained,  the  results 
were  very  satisfactory,  there  was  no  trace  of  parametric 
exudation,  and  the  patient  enjoyed  perfect  comfort  after 
convalescence.  The  edge  of  the  capsule  can  easily  be  su¬ 
tured  to  the  lower  end  of  the  abdominal  wound,  so  that 
its  cavity  is  cut  off  from  that  of  the  peritoneum.  Then 
it  can  be  drained  so  as  to  be  relieved  of  effusions  which 
it  is  ill  adapted  to  absorb,  whilst  there  is  no  danger  of 
infection  of  the  peritoneum. 

If  for  any  reason  drainage  of  the  capsule  through  the 
abdominal  wound  should  appear  inadvisable,  a  tube  might 
be  passed  into  the  cavity  through  an  incision  made  from 
the  vagina  or  gauze  introduced  the  same  way. 

Doran  records  himself  as  no  enthusiast  about  drainage, 
and  particularly  in  the  treatment  of  capacious  capsules 
drainage  is  not  the  source  of  much  immediate  satisfac¬ 
tion.  The  tissues  of  the  capsule  often  come  away  in 
sloughy  fragments,  and  the  lower  end  of  the  wound  is 
liable  to  become  the  seat  of  hernia.  Notwithstanding  all 
this,  these  evils  which  make  their  appearance  (except  her¬ 
nia)  while  the  patient  is  under  the  surgeon’s  care  are  far 
less  than  the  above  mentioned  complications  which  not 
rarely  make  themselves  manifest  many  months  after  the 
operation. 

In  the  section  of  his  lectures  which  is  devoted  to  post¬ 
operative  ileus  Doran  offers  these  practical  suggestions: 

In  uncomplicated  acute  mechanical  obstruction  the 
symptoms  are  as  a  rule  quite  clear.  The  more  or  less 
acute  pain  and  the  characteristic  vomiting,  accompanied 
by  quick  pulse  but  no  elevation  of  temperature,  are  very 
different  from  the  combination  of  symptoms  characteristic 
of  the  pseudo-ileus  of  septicemia  and  septic  peritonitis, 
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The  surgeon  is  not  likely  to  delay  opening  the  abdomen  in 
an  acute  case.  On  the  other  hand,  the  more  .one  sees  of 
complicated  cases  the  less  sure  does  one  feel  about  pseudo¬ 
ileus  and  about  the  prophylaxis  of  intestinal  obstruction 
in  general.  Secondary  operations  for  obstruction  where 
there  is  fever  and  where  passive  distention  has  been  dis¬ 
tinct  before  vomiting  sets  in  are  highly  unsuccessful. 
Treatment  by  turpentine  enemata,  nutrient  enemata,  the 
wearing  of  the  rectal  tube  for  about  20  minutes  before  each 
enema,  and  judicious  stimulation  have  saved  numerous 
cases  of  passive  distention  with  irregular  vomiting  and 
fever.  When,  as  in  Doran’s  case,  this  condition  masks  dis¬ 
tinct  mechanical  obstruction  it  is  often  very  hard  for  the 
surgeon  to  decide  what  to  do.  Promptness  in  operating  is 
the  essential  in  acute  obstruction.  Deliberation  and  cer¬ 
tain  therapeutic  appliances  are  the  essentials  in  pseudo¬ 
ileus.  But  we  may  be  much  embarrassed  by  a  mixed  case. 
Lastly,  there  is  no  absolute  prophylaxis  against  mechanical 
obstruction.  The  ovarian  stump,  the  uterin  stump,  and 
the  ligatured  ridge  of  peritoneum  left  in  the  floor  of  the 
pelvis  after  panhysterectomy  may  all  be  the  seat  of  adhe¬ 
sion.  Even  when  unnatural  prominences  may  be  reduced 
by  surgical  ingenuity  to  a  minimum,  which  we  have  cer¬ 
tainly  not  yet  attained,  still  the  danger  of  acute  obstruc¬ 
tion  will  not  even  then  be  passed.  Irritated  serous  surfaces 
and  above  all  omentum  always  tend  to  adhere  to  what  is 
next  to  them,  and  occasionally  they  fix  themselves  in  such 
a  way  as  to  insure  trouble  with  adjacent  intestine. 

Myoma  with  Diseased  Adnexa.  A  statistical  study  of 
the  coincidence  of  pathologic  conditions  of  the  adnexa,  to¬ 
gether  with  fibroma  of  the  uterus,  has  been  made  bv  C. 
Daniel.1  He  finds  that  in  59  per  cent  of  the  cases  of 
uterine  fibroma,  pathologic  conditions  of  the  adnexa  are 
present. 

In  about  a  quarter  of  the  cases  operated  on  catarrhal 
salpingitis  is  found.  The  other  cases  for  the  most  part  are 
chronic  parenchymatous  or  purulent  salpingitis.  In  40 
per  cent  of  cases  the  ovary  is  found  to  be  pathologically 


(1)  Revue  de  Gynecol,  et  de  Chir.  Abdom.,  1903,  Nos.  1  and  2, 
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altered,  generally  through  cystic  degeneration  or  the  pres¬ 
ence  of  pus  or  tumors. 

Daniel  accounts  for  this  coincidence  by  three  principal 
pathologic  factors.  First,  infection;  second,  a  fibroma 
diathesis  in  consequence  of  which  there  is  a  hyperplastic 
activity  of  the  cells  about  the  vessel  walls  ending  by  a 
hypertrophy  of  muscle  tissue;  third,  the  direct  influence 
of  the  fibroma  upon  the  adnexa,  causing  obstruction  par¬ 
ticularly  in  the  tubes.  This  gives  hydro-salpinx  and 
hemato-salpinx  and  may  even  cause  obliteration  through 
the  adhesive  processes  of  inflammation. 

In  spite  of  the  frequent  presence  of  these  adnexal  con¬ 
ditions  with  fibroma  of  the  uterus,  it  is  often  overlooked 
in  the  clinic.  One  should  always  think  of  adnexal  inflam¬ 
mation,  when  the  patient  complains  of  pain  in  the  region 
of  the  lateral  vaginal  fornices;  the  fibroma  itself  only 
causes  pain  when  it  is  incarcerated  or  compressed  by  the 
pelvic  organs.  Still,  quite  important  pathologic  condi¬ 
tions  of  the  adnexa  may  run  their  course  without  pain. 
Daniel  attributes  the  sterility  of  patients  with  fibroma  to 
the  coincident  adnexal  conditions. 

DaniePs  work,  he  thinks,  is  an  argument  for  surgical 
intervention  via  the  abdominal  route,  in  order  that  the 
adnexal  conditions  may  be  more  intelligently  treated. 

Hemorrhage  from  Myoma.  The  cause  of  hemorrhage 
from  myoma  of  the  uterus  is  discussed  by  A.  Theilhaber.1 
According  to  this  author  the  changes  peculiar  to  the  mu¬ 
cous  membrane  in  cases  where  there  is  hemorrhage  from 
myoma  are  not  recognizable.  In  his  researches  he  has 
found  the  mucous  membrane  neither  thicker  nor  changed 
in  structure  in  such  cases.  On  the  contrary,  his  recent 
investigations  of  25  myomatous  uteri  have  shown  that 
there  is  a  great  deal  of  difference  in  the  texture  of  the 
mesometrium.  [Theilhaber’s  term  for  what  is  ordinarily 
called  the  myometrium. — Ed.]  In  cases  where  there  was 
no  hemorrhage,  he  quite  regularlv  found  well  developed 
musculature;  otherwise  was  it  with  the  hemorrhagic  cases. 
Here  the  muscle  bundles  were  found  smaller  and  the  sur¬ 
rounding  connective  tissue  was  thicker  and  sent  numerous 


(1)  Klinisehe-Therapeutsche  Wocliensehrift,  June  28,  1003, 


122 


TUMORS.  MALFORMATIONS. 


offshoots  among  the  muscle  fibres.  In  some  cases  the 
muscle  fibres  were  practically  absent.  Theilhaber  con¬ 
cludes,  therefore,  that  in  the  majority  of  cases  the  prin¬ 
cipal  cause  of  bleeding  is  insufficiency  of  the  uterine  mus¬ 
cle.  The  myomatous  uterus  is  usually  hyperemic,  for  the 
myoma  needs  much  blood  for  its  nourishment.  Now, 
strong  contractions  of  the  uterus  are  necessary  in  order 
that  the  blood  may  be  returned  to  the  heart  from  the 
uterine  veins.  These  strong  contractions  really  often  take 
place,  as  we  know,  by  finding  in  many  cases  of  myomatous 
uterus  a  strong  development  of  the  musculature.  If,  how¬ 
ever,  atrophy  of  the  musculature  sets  in,  there  follows  cir¬ 
culatory  disturbance  in  the  nature  of  venous  stasis  which 
leads  to  metrorrhagia.  This  degeneration  of  uterine  mus¬ 
cle  may  take  place  as  the  result  of  the  oncoming  climac¬ 
teric  which  means  senility  of  the  genitalia.  Compensation 
to  the  circulatory  changes  caused  by  the  growth  of  a  myoma 
results  from  corresponding  hypertrophy  of  the  uterine  mus¬ 
cle.  If  this  does  not  take  place  the  complete  insufficiency 
results  in  hemorrhage.  There  may  be,  however,  a  relative 
insufficiency  determined  by  hyperemia  of  the  uterus  fol¬ 
lowing  a  general  plethora  or  an  unusually  strong  flow 
of  blood  to  the  uterus,  when  bleeding  may  be  set  up  tem¬ 
porarily. 

In  cases  of  submucous  myoma  the  uterine  musculature 
may  or  may  not  be  well  developed,  yet  in  either  case  there 
may  be  hemorrhage,  because  the  myoma  projecting  into 
the  uterine  cavity  is  always  more  or  less  a  hindrance  to 
the  complete  contraction  of  the  uterine  muscle.  Like  pla¬ 
cental  remains,  it  may  act  as  a  foreign  body. 

Ascites  with  Myoma.  Stimulated  by  recent  discussion 
in  regard  to  the  presence  of  ascites  in  cases  of  myoma  of 
the  uterus,  Delore  and  Lericlie1  present  a  report  on  the 
subject.  In  a  series  of  200  observations  they  find  that  in 
1 1  per  cent  of  the  cases  ascites  was  present  in  considerable 
quantity  and,  in  nearly  every  case,  a  small  amount  of  fluid 
was  present  which  would  either  be  felt  by  vaginal  touch  or 
was  revealed  by  the  operation.  In  one  case  operated  on  at 
their  clinic,  25  litres  of  fluid  were  taken  from  the  abdomi- 


(1)  Gazette  des  Hopitaux,  June  28,  1903, 
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nal  cavity  in  a  simple  case  of  myoma.  The  ascites  (lid  not 
recur  after  the  removal  of  the  fibroid. 

After  considering  the  various  theories  offered  by  others 
for  the  presence  of  ascites  in  the  case  of  myoma,  these 
authors  assert  their  belief  that  it  can  be  explained  in  the 
majority  of  cases  by  the  presence  of  irritation  or  inflam¬ 
mation  of  the  peritoneum.  Speaking  for  this  theory  is 
the  fact  that  most  of  the  tumors  causing  ascites  are  pedi- 
cled  and,  even  if  a  large  tumor  is  sessile,  still  it  may  cause 
a  good  deal  of  peritoneal  irritation. 

Endometrium  in  Myoma.  The  condition  of  the  en¬ 
dometrium  in  cases  of  uterin  myomata,  based  upon  gross 
or  histologic  examination  of  nearly  1,000  cases,  is  de¬ 
scribed  by  T.  S.  Cullen.1 

As  a  rule  the  cervix  mucosa  shows  no  change.  Occa¬ 
sionally  cervical  polypi  may  be  present  or  the  cervical 
glands  may  be  dilated.  Ulceration  of  carcinoma  of  the 
cervix  may  very  rarely  be  present.  So  far  as  the  endome¬ 
trium  of  the  corpus  is  concerned  in  nearly  all  instances  the 
changes  present  are  entirely  mechanical.  If  myomata  are 
subperitoneal  or  intraligamentary,  the  mucosa  is  usuallv 
normal,  provided  the  tubes  are  unaltered.  When  a  nodule 
impinges  on  the  cavity  the  mucosa  over  the  most  promi¬ 
nent  part  becomes  stretched  and  thinned  out.  This  pro¬ 
gresses  until  eventually  there  is  nothing  but  the  surface 
epithelium  covering  the  nodule.  While  this  atrophy  is  in¬ 
creasing  the  mucosa  in  the  depressions  at  the  sides  remains 
unaltered  or  becomes  thicker.  This  thickening  is  occa¬ 
sionally  due  to  simple  gland  hypertrophy.  Portions  of 
the  mucosa  are  often  mechanically  forced  out  into  the 
cavity,  producing  polypi.  With  the  distortion  of  the  mu¬ 
cosa  the  glands  sometimes  become  blocked,  producing  small 
cystic  dilatations.  The  glands  of  the  mucosa  are  some¬ 
times  much  dilated,  and  not  infrequently  there  is  con¬ 
siderable  edema.  When  the  myoma  becomes  entirely  sub¬ 
mucous  it  is  usually  covered  by  a  thin  layer  of  mucosa, 
but  in  a  few  instances  we  have  seen  a  sloughing  cavity 
in  the  myoma  opening  directly  into  the  uterine  cavitv. 
Now  and  then  a  submucous  ipyorna  from  the  posterior 


*  (1)  Journal  American  Medical  Association,  August  8,  1903, 


124 


T  U  MOKtt.  MALFORMATIONS. 


wall  will  blend  with  the  similar  nodule  in  the  anterior 
wall,  obliterating  the  mucosa  entirely  over  a  given  area. 

From  an  examination  of  a  great  many  specimens  we 
can  lay  down  the  general  rule  that  where  the  Fallopian 
tubes  are  normal  and  where  no  sloughing  submucous 
myoma  is  present,  the  uterin  mucosa  will  be  per¬ 
fectly  normal  or  show  simple  mechanical  changes.  The 
import  to  the  surgeon  is  that  where  such  favorable  con¬ 
ditions  are  present  he  can  do  a  myomectomy,  opening,  if 
necessary,  a  large  part  of  the  uterin  cavity  with  little 
danger  of  infection.  On  the  other  hand,  if  the  tubes  be 
adherent,  or  a  sloughing  submucous  myoma  be  present, 
complete  removal  of  the  uterus  is  indicated,  the  sloughing 
submucous  nodule,  of  course,  being  removed  some  time 
prior  to  performing  the  hysterectomy. 

Enormous  Myoma.  A  remarkable  operation  for  the 
removal  of  an  enormous  libro-myoma  is  reported  by  J.  C. 
Webster.1  The  patient  was  41  years  of  age,  in  poor  con¬ 
dition.  weight  about  175  pounds.  A  small  lump  had  been 
noticed  in  the  left  iliac  region  some  ten  years  before;  this 
had  been  steadily  growing  until  now  the  girth  of  the 
abdomen  was  60  inches,  while  chest  circumference  under 
arms  was  only  28  inches.  After  preparatory  treatment 
to  build  up  her  strength,  the  patient  was  operated  on  un¬ 
der  local  anesthesia.  Several  cysts  were  found  to  have 
developed  in  the  tumor  and  these,  of  course,  were  tapped 
before  removal.  The  entire  tumor  weighed  87  pounds, 
just  about  the  weight  of  the  patient  after  the  tumor  was 
removed. 

The  operation  lasted  24  hours.  During  the  first  hour 
no  anesthetic  was  used,  except  the  Schleich  mixture  in  the 
skin.  During  the  remaining  1-|  hour  only  24  grms.  (dr.  6) 
of  chloroform  were  employed.  After  the  operation,  the 
patient’s  pulse  was  74.  She  made  a  normal  recovery. 
Six  days  after  the  operation  she  weighed  91  pounds. 
Shortly  before  leaving  the  hospital  on  January  14,  1903, 
she  weighed  101  pounds. 

The  rarity  of  the  case  consists  in  the  weight  of  the  tu¬ 
mor  (not  more  than  a  dozen  over  75  pounds  in  weight 


(1)  Illinois  Medical  Journal,  July,  1903, 
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have  been  recorded)  and  in  the  fact  of  recovery  of  the 
patient  which  is  even  more  remarkable.  Webster  attrib¬ 
utes  his  success  in  this  case  to  the  careful  preparation  of 
the  patient  prior  to  the  operation,  to  the  heat  applied  to 
her  body  during  the  operation  by  means  of  an  electric 
pad,  to  the  slight  loss  of  blood,  and  to  the  small  quantity 
of  anesthetic  administered. 

Myoma  of  Cervix.  According  to  Gottschalk1  myoma  of 
the  cervix  needs  special  consideration  quite  apart  from 
myoma  of  the  corpus.  Cervical  myomata  are  distinguished 
anatomically  by  the  fact  that  they  frequently  arise  singly 
and  rest  very  loosely  in  their  capsule.  Clinically  they  are 
distinguished  by  the  fact  that  they  cause  discomfort  rela¬ 
tively  early,  especially  affecting  the  bladder,  and  that  they 
cause  the  phenomena  of  incarceration  and  unsurmountable 
hindrance  to  delivery. 

Gottschalk  protests  against  the  need  of  sacrificing  the 
whole  uterus  in  cases  of  myoma  of  the  cervix,  as  some  au¬ 
thors  recommend,  in  order  to  surmount  the  technical  diffi¬ 
culties  of  avoiding  hemorrhage  and  wounding  the  ureters 
and  other  surrounding  organs.  He  warmly  recommends 
for  interstitial  and  submucous  cervical  myoma  of  even 
large  size  removal  by  the  vaginal  route.  He  has  recently 
successfully  taken  out  in  such  a  way  a  cervical  myoma 
the  size  of  the  head  and  left  behind  the  functionating 
uterus  intact.  After  enucleation  of  the  tumor,  he  advo¬ 
cates  packing  both  the  uterine  cavity  and  the  subperitoneal 
space  opened  through  the  vaginal  wound,  in  such  manner 
that  with  appropriate  sutures  the  bed  of  the  tumor  is  re¬ 
duced  to  a  linear  space  and  without  hemorrhage  heals  by 
first  intention. 

Myoma  after  the  Menopause.  At  the  end  of  a  short 
address  on  the  perils  and  complications  of  myoma  of  the 
uterus  after  the  menopause  J.  Bland-Sutton2  states  that 
the  subject  may  be  summarized  for  discussion  something 
in  this  way.  Fibroids  only  arise  in  the  uterus  during 
menstrual  life — that  is,  from  15  to  45  years  of  age.  As 
a  rule  they  cease  to  grow  after  the  menopause;  after  this 


(1)  Deutsche  medicinische  Wochenschrift,  October  22,  1903. 

(2)  The  Lancet,  June  6,  1903. 
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event  they  may  shrink.  Some  writers  believe  that  they  oc¬ 
casionally  disappear,  but  this  is  very  hard  to  prove  and 
harder  still  to  believe;  therefore,  as  a  concession  to  tradi¬ 
tion,  it  may  be  described  as  a  phenomenon  about  as  rare  as 
the  advent  of  a  comet.  After  the  menopause  fibroids  some¬ 
times  grow  and  though  an  unusual  condition  it  rests  on 
the  accurate  observations  of  trained  observers.  Though  a 
fibroid  may  cease  to  grow  after  the  menopause  it  is  still 
liable  to  extrusion  from  the  uterus  and  gangrene  with  all 
its  dangers  and  enmity  to  life. 

Surely  there  is  nothing  in  the  whole  range  of  surgery 
more  ironical  than  a  woman  spending  20  or  even  30  years 
of  her  life  as  a  chronic  invalid  on  account  of  a  uterine 
fibroid  in  the  expectation  that  at  the  menopause  she  will 
be  restored  to  health  and  begin  a  new  life  and  then  to 
realize  that  far  from  this  dream  being  fulfilled  the  fibroid 
becomes  necrotic,  extruded,  or  septic,  and  places  her  life 
in  the  gravest  peril,  and  that  she  may  die  in  spite  of  surgi¬ 
cal  intervention. 

Prognosis  of  Myoma.  Under  the  caption,  “What  Advice 
Should  Be  Given  to  a  Woman  Suffering  from  Fibroid  Tu¬ 
mor  of  the  Uterus  ?”  J.  R.  Goffe1  states  that  the  advantages 
of  removal  of  a  myoma  are  many ;  better  physical  and  men¬ 
tal  health,  improved  appearance,  bettered  social  conditions, 
relief  from  dangers  incident  to  the  presence  of  such  a 
tumor.  This  applies  to  the  married  and  unmarried,  young 
and  old.  The  improvement  of  recent  surgical  work  makes 
the  operation  very  safe  in  the  majority  of  cases,  thus  put¬ 
ting  aside  the  greatest  objection  to  surgical  relief.  In 
summing  up  the  situation  he  asserts  that  the  proper  treat¬ 
ment  for  fibroid  tumor  of  the  uterus,  speaking  in  a  broad 
way,  is  removal  by  operation,  and  that,  too,  immediately, 
whether  the  tumor  be  large  or  whether  it  be  small,  whether 
it  be  in  a  married  woman  or  in  a  single  woman,  excepting 
from  this  rule  only  women  of  very  advanced  years,  and 
those  in  which  the  tumor  is  complicated  by  pregnancy. 
In  the  last  the  course  to  pursue  will  depend  largely  upon 
the  circumstances  and  conditions  of  the  individual  pa¬ 
tient.  As  a  rule,  however,  he  believes  that  the  majority 


(1)  Medical  News,  February  7,  1903. 
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of  cases  of  fibroid  tumor  of  the  uterus  complicated  by 
pregnancy  will  go  to  full  term  and  be  delivered  normally. 
In  the  hands  of  an  expert.  Cesarean  section  at  full  term 
is  safer  for  mother  and  child  than  myomectomy  during 
gestation  in  the  rare  instances  in  which  such  an  extremity 
is  required.  It  is  better  to  take  the  risk  of  such  a  pro¬ 
cedure,  the  necessity  of  which  is  very  remote,  than  to  de¬ 
stroy  the  child  by  inducing  miscarriage  or  taking  the 
risks  of  myomectomy. 

Permanent  Results  of  Myomectomy.  What  the  final 
result  is  after  operation  for  uterine  myoma  has  been  the 
subject  of  an  interesting  inquiry  by  N.  W.  Emerson,1  who 
for  the  purpose  sent  out  a  question  paper  to  his  patients 
who  had  been  operated  on  longer  than  a  year  before  the 
inquiry.  The  large  number  of  replies  he  received,  124, 
make  his  investigation  peculiarly  instructive.  The  ques¬ 
tions  and  the  answers,  summarized,  are  as  follows. 

I.  “Are  you  as  well  as  before  the  operation  ?”  To  this 
52  answered  “yes;”  59  answered  “better;”  11  answered 
“no ;”  2  answered  “doubtful.” 

II.  “Have  you  been  able  to  resume  your  accustomed 
duties?”  94  answered  “yes;”  11  “not  wholly;”  18  “no.” 

III.  “How  long  after  the  operation  before  you  con¬ 
sidered  yourself  well?” 

The  majority  considered  themselves  well  in  from  6  to 
24  months,  a  helpfrd  suggestion  that  patience  and  time 
alone  will  show  what  to  expect  for  a  permanent  result. 

IY.  “Are  you  free  from  discomfort  as  a  result  of  the 
operation  ?” 

Eighty-nine  answered  “yes;”  eighteen  answered  “no;” 
fifteen  answered  “not  quite”  or  “nearly  so;”  two  did  not 
reply  at  all. 

Y.  What  has  caused  you  the  greatest  discomfort  since 
the  operation?”  brought  forth,  as  was  to  be  anticipated, 
a  great  variety  of  replies.  From  them  it  is  obvious  that 
the  principal  complaints  are  of  conditions  characteristic 
of  the  menopause,  whether  natural  or  induced.  When 
precipitated,  as  in  so  many  of  these  cases,  it  is  usually 
more  violent  than  when  occurring  naturally.  Twelve  re¬ 


el)  New  England  Medical  Gazette,  October,  1903. 
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port  some  form  of  weakness  or  irritability  of  the  bladder, 
including  one  probable  case  of  vesico-vaginal  fistula,  again 
a  remarkable  circumstance  when  it  is  remembered  what 
extensive  manipulation  is  required  in  many  cases.” 

VI.  “Have  you  the  same  power  of  endurance  as  be¬ 
fore  the  operation?” 

Forty-seven  replied  “yes;”  thirty-one  replied  “more;” 
fourteen  replied  “not  quite;”  thirty-two  replied  “no.” 

VII.  “Have  you  grown  stouter?  If  so,  how  much 
have  you  gained?”  Something  over  one-half  of  all  cases 
had  made  a  permanent  gain  in  weight. 

VIII.  “Have  you  had  any  new  difficulties  distinctly 
attributable  to  the  operation?” 

Eighty-five  reported  unequivocally  “no;”  one  reported 
“yes;”  one  did  not  reply,  and  thirty-seven  replied  “yes,” 
but  qualified  the  answer  by  mentioning  that  the  complaint 
was  as  signified  by  answers  to  questions  4  and  5.  Most  of 
these  difficulties  were  distinctly  attributable  to  the  meno¬ 
pause. 

IX.  “Do  you  consider  yourself  well  ?” 

Two-thirds  gave  a  favorable  response  without  qualifica¬ 
tion,  and  less  than  22  per  cent  still  considered  them¬ 
selves  “not  well.” 

X.  “Would  you  undergo  the  operation  again?” 

This  was  meant  to  be  the  crucial  question,  since  one  who 
has  been  through  the  entire  experience  is  surely  qualified 
to  speak  advisedly  on  the  subject.  Four  were  in  doubt, 
five  replied  “no,”  and  115  replied  “yes.” 

A  Purse-String  Suture  in  Myomectomy  for  Small 
Myomata.  An  improvement  on  the  interrupted  and  the 
continuous  sutures  for  the  closure  of  wounds  in  the  uterus, 
made  by  the  removal  of  small  multiple  myomata,  pre¬ 
sented  by  E.  C.  Dudley,  is  the  purse-string  suture,  which 
has  the  following  advantages:  1.  Rapidity  of  application. 
2.  Ready  and  reliable  hemostasis.  3.  Slight  traumatism. 
The  accompanying  illustrations  will  explain  the  method. 

Bisection  of  the  Uterus  During  Myomectomy.  For  the 

operation  upon  large  fibroid  tumors  in  the  body  of  the 
uterus  G.  H.  Noble1  describes  a  method  of  combined  bi- 
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section  of  the  tumor  and  the  uterus  with  partial  enuclea¬ 
tion  of  the  thus  bisected  tumor  during  abdominal  hys¬ 
terectomy. 

The  advantages  Noble  claims  for  this  method  are  saving 

Fig.  1.  Fig.  2. 


Fig.  3.  Fig.  4. 

Figure  1.  Purse-string  ligature  in  place  around  the  myoma  which 
is  to  be  removed. 

Figure  2.  Same  as  Figure  1.  Capsule  split  and  myoma  exposed. 

Figure  3.  Same  as  Figure  2.  Enucleation  of  myoma. 

Figure  4.  Same  as  Figure  3.  Fundus  uteri.  One  myoma  re¬ 
moved  and  wound  closed  by  tying  purse-string  ligature.  Another 
myoma  has  been  removed  and  purse-string  ligature  is  being  tied. 
One  myoma  not  yet  removed. 


in  time,  decreased  loss  of  blood,  increased  working  space, 
easy  manipulation  and  safety  against  injury  to  the  ureters 
and  uterin  arteries. 
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When  the  abdomen  has  been  opened  and  the  tumor  de¬ 
livered  through  the  incision,  the  broad  ligaments  and  cor¬ 
nua  of  the  uterus  are  caught  with  morcellation  forceps. 
The  ovarian  arteries  are  thus  compressed  and  traction  on 
the  tumor  upwards  checks  the  flow  through  the  uterin 
arteries.  The  large  veins  on  the  surface  of  the  fibroid 
and  the  uterus,  except  those  obstructed  by  the  forceps,  at 
once  become  empty.  The  tumor  is  rapidly  bisected  in  the 
median  line.  If  it  rises  sufficiently  high  a  large  hip-joint 
amputation  knife  is  thrust  through  the  cervix  or  corpus 
uteri,  and  the  tumor  cut  open  from  below  upward,  the 
bladder  having  been  previously  pushed  off.  If  traction 
on  the  tumor  does  not  raise  it  high  enough  to  allow  the 
knife  to  pass  through  on  the  plane  of  the  brim  of  the 
pelvis  or  a  little  below  it  posteriorly  its  point  will  be  diffi¬ 
cult  to  catch  and  guard  by  the  hand  placed  behind  the 
tumor.  In  such  circumstances  the  section  is  best  done 
from  above  downward.  For  this  purpose  a  large  scalpel 
is  used.  Rapid  strokes  of  the  knife  quickly  divide  the 
tumor  into  two  equal  parts,  the  incision  continuing  down¬ 
ward  in  the  median  line  of  the  uterus  to  the  cervix.  The 
bleeding  is  insignificant,  amounting  in  fact  to  very  little 
more  than  the  discharge  of  residual  blood. 

Now  with  the  tumor  cut  into  halves  the  operator 
and  assistant  working  at  the  same  time  on  opposite  sides 
partially  enucleate  from  below  upward  each  section  of  the 
tumor  from  its  capsule  or  bed  in  the  uterus.  The  halves 
are  rotated,  in  the  process  of  enucleation,  on  their  outer 
(upper)  cut  margins,  the  inner  (lower)  margin  describ¬ 
ing  a  semicircle  in  transit.  At  this  stage  of  the  operation 
the  two  halves  of  the  tumor  are  lying  on  opposite  sides 
of  the  patient’s  body,  the  flat  cut  surface  looking  upward. 
Both  sections  are  connected  by  long  pedicles  to  the  uterin 
stump.  It  being  understood  that  the  original  incision 
which  bisected  the  uterus  has  been  carried  as  far  down  as 
the  cervical  region,  lateral  cuts,  after  Kelly’s  method, 
sever  the  uterus  proper  from  the  stump  and  expose  the 
arteries  which  should  be  tied.  The  remaining  portion  of 
the  pedicles  now  consists  of  parts  of  the  broad  ligaments 
only  and  having  been  compressed  with  the  angiotribe  are 
tied  with  catgut,  and  the  mass  on  either  side  cut  away. 

The  edges  of  the  cervical  stump  are  then  stitched  to- 
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gether  and  the  adjacent  raw  surfaces  are  covered  by  stitch¬ 
ing  over  them  the  peritoneum  of  the  bladder  and  Douglas’ 
pouch.  If,  however,  in  the  place  of  supravaginal,  pan- 
hysterectomy  is  to  be  performed,  the  bisecting  incision  is 
continued  in  the  median  line  through  the  cervix  into  the 
vagina,  completely  severing  the  uterus  and  tumor  into 
two  distinct  parts.  After  the  incision  made  by  the  knife 
reaches  the  cervix  it  is  best  continued  with  a  pair  of 
sharp  pointed  scissors.  Immediately  following  the  partial 
enucleation  above  described,  one  blade  of  the  scissors  is 
passed  through  the  cervical  canal  and  the  point  of  the 
other  blade  pierces  the  vaginal  wall  behind  the  cervix; 
the  posterior  wall  of  the  cervix  is  then  split  open,  the  in¬ 
cision  extending  a  short  distance  down  the  vagina.  The 
anterior  wall  of  the  cervix  is  opened  in  the  same  way  with 
the  finger  in  the  vagina  as  a  guide ;  one  prong  of  the  scis¬ 
sors  pierces  the  vagina  between  the  cervix  and  bladder, 
the  other  enters  the  vagina  through  the  incision  last  made. 

Excision  is  completed  by  grasping  the  vaginal  portion 
of  the  cervix  on  one  side  with  a  small  pair  of  morcellation 
forceps,  making  firm  traction  and  cutting  from  below  up¬ 
ward,  first  severing  the  cervix  from  the  vagina,  then  cut¬ 
ting  close  to  the  uterus,  avoiding  the  ureters  and  uterin 
arteries.  When  about  half  of  the  broad  ligament  has 
been  severed  (the  lower  segment)  one  side  of  the  bisected 
uterus  may  be  turned  out  of  the  abdomen.  Similar  treat¬ 
ment  of  the  opposite  side  clears  away  all  obstructions  to 
manipulations  in  the  abdomen  and  pelvis,  greatly  facilitat¬ 
ing  ligation  of  the  uterin  arteries  held  in  the  grasp  of 
compression  forceps.  If  the  pedicles  are  thick  they  should 
be  clamped  external  to  the  ovaries  with  the  angiotribe  and 
subsequently  ligated  in  the  track  of  the  instrument.  It 
will  be  observed  that  each  half  of  the  uterus  is  removed 
very  much  after  the  manner  in  which  Doyen  removes  the 
organ  in  one  piece.  Bleeding  from  the  vaginal  wall  may 
demand  a  few  ligatures  or  stitches.  When  this  has  been 
looked  after,  the  peritoneum  is  stitched  over  the  raw  sur¬ 
faces  in  the  bottom  of  the  pelvis  and  the  remainder  of  the 
operation  finished  in  the  usual  manner. 

Noble’s  article  is  well  illustrated. 

Anterior  Incision  of  the  Cervix  for  Myomectomy.  In 
order  to  expose  the  myoma  for  removal  by  the  vagina, 
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E.  C.  Dudley1  makes  an  anterior  incision  of  the 
cervix  uteri.  Formerly  the  tumor  was  made  ac¬ 
cessible  and  enucleation  or  morcellation  of  it  fa¬ 
cilitated  by  dilatation  or  by  deep  lateral  incisions  of  the 
cervix,  even  to  the  internal  os.  These  incisions  having  been 
made,  the  anterior  and  posterior  lips  of  the  cervix 
were  drawn  down  to  the  vulva  and  held  widely  apart 
by  means  of  strong,  double-toothed  forceps  in  the  hand 
of  an  assistant.  The  operator  then  seized  the  presenting 
part  of  the  tumor  with  heavy  morcellation  tooth  forceps, 
and  removed  it,  either  by  enucleation  or  by  morcellation. 
If  the  tumor  was  intramural,  it  was  necessary  to  divide 
the  mucous  membrane  and  subjacent  muscular  tissue  be¬ 
fore  beginning  the  enucleation. 

An  improvement  upon  the  two  lateral  incisions  is  a 
simple  median  incision  through  the  anterior  wall  of  the 
uterus  and  is  made  as  follows: 

1.  Make  a  circular  incision  in  front  of  the  uterus  which 
shall  separate  the  vaginal  wall  from  the  cervix  at  the 
utero-vaginal  attachment,  as  shown  in  the  Figures  1  and  2. 

2.  Incise  the  anterior  vaginal  wall  from  the  middle 
point  of  the  first  incision  for  a  distance  of  about  one  inch, 
taking  care  not  to  invade  the  bladder  and  to  avoid  the 
ureters  on  either  side.  These  incisions  are  the  same  as 
would  be  made  ordinarily  for  anterior  vaginal  section. 

3.  Separate  the  bladder  from  the  uterus  by  means  of 
the  finger  or  a  blunt  instrument,  keeping  close  to  the  uterus 
until  the  peritoneum  is  reached,  but  not  divided.  Then 
expose  with  retractors  or  fingers  the  anterior  wall  of 
the  uterus. 

4.  Divide  the  anterior  wall  of  the  uterus  longitudinally 
in  the  median  line  by  means  of  scissors  to  whatever  ex¬ 
tent  it  may  be  necessary  to  render  the  tumor  accessible. 
If  necessary  the  peritoneum  may  be  opened  and  the  inci¬ 
sion  carried  up  into  the  corpus  uteri. 

This  simple  anterior  incision  permits  wide  separation 
of  the  lateral  fragments  of  the  anterior  uterin  wall,  and 
thereby  exposes  the  endometrium,  and  may  render  accessi¬ 
ble  a  myoma  in  any  part  of  the  uterus.  It  has  the  fol- 

(1)  Published  by  the  author  in  The  Transactions  Minnesota  State 
Medical  Society,  1896,  published  in  the  Journal  of  the  American  Med¬ 
ical  Association,  Aug.  15,  1896. 
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lowing  advantages  over  the  lateral  incision:  1.  There  is 
less  traumatism — one  incision  instead  of  two.  2.  The 
parametria  are  not  opened  and  exposed  to  possible  sepsis. 
3.  The  tumor  is  rendered  more  accessible,  because  the 


Fig.  1.  Fig.  2. 

Figure  1.  Radical  vaginal  operation.  Dudley’s  incision.  Lines 
indicating  the  vaginal  incisions  to  expose  the  anterior  uterin  wall 
preparatory  to  dividing  it  with  scissors. 

Figure  2.  Dudley’s  incision.  Making  longitudinal  division  of 
anterior  wall  of  uterus  in  order  to  expose  the  field  of  operation  for 
the  removal  of  a  myoma. 


anterior  uterin  wall  is  out  of  the  way,  instead  of  being 
between  the  operator  and  the  field  of  operation.  4.  A 
much  longer  incision  may  be  made,  if  necessary,  because 
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the  broad  ligaments  are  not  involved.  5.  There  is  less 
hemorrhage.  6.  The  pelvic  cavity  may  be  easily  reached 
through  this  incision  for  any  further  operation  on  the 
uterin  appendages  or  peritoneum.  Even  the  small  pedun¬ 
culated  subperitoneal  tumor  may  be  removed  through  this 
incision. 

Vaginal  Operation  for  Tumors.  The  scope  of  vaginal 

section  in  removing  tumors  is  summarized  as  follows  by 
E.  H.  Grandin  r1  Whether  benign  or  malignant  and  un¬ 
associated  with  inflammatory  pelvic  lesions,  if  they  can 
enter  the  pelvic  brim  they  may  be  removed,  and  should  be 
removed  through  the  vaginal  incision.  Of  course,  thus, 
if  the  tumor  be  malignant  we  cannot  perform  the  elaborate 
removal  of  glands  which  it  has  been  claimed  is  desirable, 
but  the  author’s  experience  with  malignant  disease  of  the 
cervix  (whether  operated  upon  from  above  or  below)  has 
been  so  uniformly  unfavorable  from  the  standpoint  of 
recurrence  that  he  is  willing  to  -include  this  class  of  cases 
in  the  category  of  those  which  may  rightly  be  operated 
upon  from  below.  Where,  on  the  other  hand,  such  tumors 
cannot  enter  the  brim,  while  it  is  possible  to  drag  down 
and  cut  out  and  gradually  get  out,  he  does  not  call  this 
surgery,  but  poor  butchery,  and  since  he  aims  at  the 
former  he  rules  out  this  class  from  the  scope  of  the  vaginal 
incision.  The  same  remarks  apply  to  tumors  surrounded 
by  adhesions  or  complicated  by  pyosalpinx  or  ovarian 
abscesses.  The  posterior  incision  is  a  feasible  route  only 
where  the  welfare  of  the  patient  does  not  enter  as  a  factor. 

Iodipin  Treatment  of  Myomata.  A  report  upon  two 

cases  of  uterine  myomata  treated  by  hypodermic  adminis¬ 
tration  of  iodipin,  a  combination  of  iodin  and  sesame  oil, 
is  presented  by  J.  A.  Shaw-Mackenzie.2  The  first  patient 
had  a  tumor  reaching  to  the  umbilicus,  diagnosed  readily 
as  myoma,  and  complained  of  metrorrhagia  lasting  the 
entire  month.  Iodipin,  25  per  cent  strength,  was  injected 
into  the  buttocks.  After  a  somewhat  irregular  treatment 
by  this  method  Shaw-Mackenzie  states  that  there  has  cer¬ 
tainly  been  an  improvement  in  the  patient’s  general  health 


(1)  Medical  News.  February  28,  1903. 

(2)  The  Lancet,  April  4,  1903. 
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and  that  there  has  been  some  improvement  as  regards  the 
loss  of  blood  with  encouraging  intervals.  The  tumor  has 
at  times  shown  considerable  reduction  in  size,  but  this  was 
not  maintained,  though  the  maximum  had  not  reached 
the  original  size  before  the  treatment  was  commenced. 
Pain  was  complained  of  at  times  but  the  patient  was  not 
laid  up  nor  much  inconvenienced. 

The  second  patient  was  seen  in  consultation  and  the  tu¬ 
mor  diagnosed  as  uterin  myoma  reaching  to  the  umbilicus. 
For  some  time  the  patient  had  lost  blood  profusely  at  her 
menstrual  periods.  For  over  two  months  treatment  with 
iodipin  was  carried  out,  injections  being  made  at  first 
daily  for  ten  days,  and  then  at  intervals  suggested  mainly 
by  the  condition  of  the  tumor.  The  menstrual  periods 
after  treatment  was  instituted  passed  off  very  easily  arid 
without  much  loss  of  blood.  Writing  2J  months  after 
treatment  was  begun,  Shaw-Mackenzie  reports  that  the  tu¬ 
mor  has  shrunken  so  that  deep  palpation  is  necessary  to 
make  it  out.  This  method  of  treatment  was  suggested 
by  the  fact  that  in  the  past  iodid  of  potassium  has  been 
recommended  by  good  authorities  as  producing  at  least 
amelioration  of  the  symptoms,  and  that  others  have  rec¬ 
ommended  iodin  as  producing  arrest  of  growth,  diminu¬ 
tion  and  sometimes  disappearance  of  uterine  myomata. 

Carcinoma. 

The  Lymphatics  in  Cancer.  A  thesis  embodying  much 
careful  study  of  the  literature,  laboratory  investigation  and 
observation  at  American  and  foreign  clinics  is  offered  bv 
W.  F.  B.  Wakefield1  on  the  subject  of  relationship  of  the 
abdominal  and  pelvic  lymphatics  in  cancer  of  the  uterus. 
This  thesis  gathers  together  many  different  points  of  view 
and  an  endeavor  is  made  to  rationally  summarize  the 
present  situation.  Discussion  of  the  subject  naturallv 
limits  itself,  according  to  Wakefield,  to  cancer  of  the  cer¬ 
vix  because  (1)  the  removal  of  the  lymph  nodes  most  af¬ 
fected  by  cancer  of  the  fundus — the  lumbar  nodes — has 
not,  as  yet,  been  surgically  attempted,  and  (2)  the  in- 


(l)  American  Journal  of  Obstetrics,  October,  1903. 
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volvement  of  lymph  nodes  in  cancer  of  the  fundus  occurs 
much  later  than  in  cancer  of  the  cervix,  and  from  a  prac¬ 
tical  surgical  standpoint  rarely  occurs  in  operable  cases  ; 
and,  further,  the  permanent  results  after  operations  for 
cancer  of  the  body,  if  performed  reasonably  early,  are 
comparatively  satisfactory.  The  reasons  for  this  seem  to 
be  two-fold.  In  the  first  place,  cancer  of  the  fundus  often 
runs  a  course  of  benign  adenoma,  with  characteristic  symp¬ 
tomatic  disturbance — hemorrhage — before  actual  malig¬ 
nancy  sets  in ;  and,  in  the  second  place,  a  new  growth  in 
the  fundus  is  spared  the  irritating  pressure  that  harasses 
a  similar  new  growth  in  the  cervix  by  reason  of  the  greater 
density  of  the  pericervical  connective  tissue. 

The  known  anatomic  facts  with  regard  to  the  spread 
of  cancer  beyond  the  cervix  are  given  as  follows:  (1)  In¬ 
vasion  of  the  parametrium  usually  precedes  involvement 
of  lymph  nodes;  in  fact,  the  parametrium  is  the  first 
tissue  involved  by  direct  extension  in  cancer  of  the  cervical 
canal.  (2)  The  parametrium  may  be  considerably  infil¬ 
trated  by  carcinomatous  deposit  without  giving  palpable 
or  ocular  evidence  of  the  same;  and,  moreover,  a  thicken¬ 
ing  and  induration  of  the  parametric  structures  does  not 
necessarily  imply  malignant  involvement.  (3)  Enlarged 
lymph  nodes  are  not  always  cancerous;  cancerous  nodes 
are  not  always  enlarged.  (4)  Cursory  microscopic  ex¬ 
amination  of  lymph  nodes  often  fails  to  reveal  an  existent 
carcinomatous  deposit.  Each  node  must  be  completely 
cut  into  serial  sections,  and  each  section  examined  before 
a  definite  opinion  can  be  pronounced. 

The  outcome  of  all  investigation  up  to  the  present  time 
teaches  the  surgeon  the  following  practical  points : 

( 1 )  The  desiderata,  in  order  of  relative  importance,  are : 

a.  Removal  of  the  uterus. 

b.  Removal  of  the  parametric  connective  tissue. 

c.  Removal  of  the  upper  part  of  the  vagina. 

d.  Removal  of  the  regional  lymphatics. 

(2)  Vaginal  hysterectomy  has  no  place  as  a  curative 
operation  in  cancer  of  the  cervix.  Nothing  but  palliative 
benefits  should  be  expected  from  it.  Undoubtedly  it  will 
die  a  hard  and  lingering  death  on  account  of  its  ease  of 
performance,  its  low  mortality  rate,  and  the  fact  that  the 


CARCINOMA. 


137 


occasional  surgeon  can  readily  perform  it.  It  is  gratify¬ 
ing,  however,  in  perusing  our  literature,  to  see  the  over¬ 
whelming  preponderance  of  opinion  in  favor  of  some 
abdominal  method  of  operating. 

(3)  The  abdominal  route,  which  would  include  the 
combined  abdominal  and  vaginal,  is  the  only  one  that  per¬ 
mits  us  to  be  sufficiently  radical  to  obtain  results  that 
promise  some  hope  of  permanency. 

(4)  That  operation  will  outlive  all  others  which  per¬ 
mits  the  accomplishment  of  the  previously  mentioned  de¬ 
siderata  with  the  least  injury  to  peritoneal  structures,  and 
at  the  same  time  affords  the  greatest  protection  to  the 
ureter  and  important  vessels. 

Operation  for  TJterin  Carcinoma.  An  extensive  critical 
study  of  the  operative  treatment  of  uterin  carcinoma  is 
given  by  J.  Hausman.1  This  author  discusses  in  detail 
the  methods  of  operating  in  vogue  in  the  principal  Eu¬ 
ropean  clinics,  compares  them  carefully  with  the  results 
reported  and  from  all  this  draws  conclusions  which  may 
be  stated  as  follows : 

Carcinoma  of  the  uterus  is  curable.  It  has  been  clearly 
shown  that  even  in  the  earlier  stages  of  the  disease  and 
even  in  spite  of  a  movable  uterus  and  no  invasions  of  the 
parametrium,  still  the  lymph  glands  may  be  involved.  It 
therefore  becomes  necessary  for  cure  to  remove  the  glands 
draining  the  uterus,  when  the  uterus  is  itself  taken.  This 
is  possible  only  by  a  laparotomy.  Not  any  of  the  various 
vaginal  or  paravaginal  incisions  offer  sufficient  room  to 
get  at  the  lymph  glands.  Their  removal  must  be  under¬ 
taken  under  the  exact  control  of  the  eyes  and  hands. 

By  laparotomy  it  is  possible  to  remove  the  uterus,  the 
adnexa,  the  parametrium  and  systematically  the  inguinal 
and  sacral  glands  and  those  glands  lying  about  the  hypo¬ 
gastric  arteries  and  the  iliac  veins. 

On  account  of  the  extensive  traumatism  which  the  clear¬ 
ing  out  of  the  pelvis  involves,  the  operation  is  exceedingly 
difficult  and  severe.  But  we  must  remember  that  the  mor¬ 
tality  of  this  operation  is  becoming  steadily  less  and  for 


(1)  Klinische-therapeutische  Wochenschrift,  Nos.  17,  18,  19,  20, 
1903. 
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such  a  deadly  disease  as  carcinoma,  the  most  rigorous  at¬ 
tempts  at  cure  are  justifiable. 

It  must  be  insisted  that  this  extensive  operation  must  be 
undertaken  in  all  cases  and  not  merely  in  cases  where  the 
carcinoma  has  already  spread  from  the  uterus.  The  fact 
that  the  beautiful  primary  results  and  even  long  freedom 
from  recurrence  have  followed  upon  vaginal  operations, 
does  not  speak  against  laparotomy.  Entirely  favorable 
results  from  the  vaginal  operation  are  exceedingly  rare. 
Hangman  thinks  that  only  when  the  knowledge  of  this 
dread  disease  and  its  first  symptoms  is  widespread  and 
when  in  consequence  a  case  in  the  advanced  stages  will 
be  as  rare  in  the  operating  room  as  a  beginning  case  is 
nowadays,  only  then,  shall  we  begin  to  speak  confidently 
of  a  radical  treatment  followed  by  a  complete  cure. 

Accidental  Wounding  of  the  Ureter  in  Vaginal  Hys¬ 
terectomy.  Uretero-Cystostomy,  E.  C.  Dudley  presents 
a  case  under  the  above  heading  which  has  more  than  pass¬ 
ing  interest,  as  follows : 

“On  the  twenty-second  of  April,  1903,  I  performed  va¬ 
ginal  hysterectomy  for  carcinoma  of  the  corpus  uteri 
upon  a  woman  seventy  years  of  age,  a  patient  of  Dr.  Lord, 
of  Plano,  Illinois,  whose  pelvic  organs  long  since  had  passed 
into  extreme  senile  atrophy.  The  carcinomatous  disease 
had  extended  so  far  anteriorly  that  in  making  the  open¬ 
ing  into  the  peritoneal  cavity  between  the  bladder  and  the 
uterus  the  bladder  was  opened  immediately  in  front  of  the 
cervix  uteri.  An  incision  into  the  peritoneum  posterior 
to  the  uterus  was  made  without  accident,  the  broad  liga¬ 
ments  were  then  isolated  and  cut  close  to  the  uterus  and 
the  uterus  removed.  After  cutting  through  the  right 
broad  ligament  a  spurt  of  fluid  was  observed  which  upon 
examination  proved  to  have  come  from  the  right  ureter, 
showing  that  the  ureter  had  been  divided.  This  accident 
to  the  ureter  was  consequent  upon  the  fact  that  the  cicatri¬ 
cial  tissue  of  an  old  cervical  laceration  had  caught  it  and 
drawn  it  into  such  close  relation  with  the  uterus  that  it 
came  in  the  line  of  the  incision.  * 

“After  a  hasty  consultation  with  Dr.  Ivolischer,  who 
chanced  to  be  present,  it  was  decided  if  possible  to  estab¬ 
lish  a  direct  communication  between  the  upper  cut  end  of 
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Fig.  1. 


Fig.  2. 


Fig.  3.  Fig.  4. 

Figure  1.  Ureter  accidentally  cut  in  vaginal  hysterectomy.  The 
upper  cut  end  leads  from  the  kidney,  the  lower  end  to  the  bladder. 
Semi-diagrammatic. 

Figure  2.  The  upper  cut  end  of  the  ureter  split  and  in  the  grasp 
of  a  forceps  which  has  previously  made  an  opening  from  the  interior 
to  the  exterior  of  the  bladder  by  puncture.  Semi-diagrammatic. 

Figure  3.  The  split  end  of  the  ureter  has  been  drawn  into  the 
bladder  by  means  of  the  forceps.  Semi-diagrammatic. 

Figure  4.  The  split  end  of  the  ureter  having  been  drawn  into 
the  bladder  and  the  bladder  mucosa  having  been  denuded  on  either 
side  of  the  opening,  the  two  flaps  are  fastened  to  the  denuded  surface 
by  means  of  sutures,  three  on  each  side.  “The  special  advantages 
of  this  method,  as  already  pointed  out,  are  two-fold  :  1.  A  water¬ 

tight  wound  around  the  ureter  where  it  enters  the  bladder ;  2.  Security 
against  contraction  of  the  end  of  the  ureter  where  it  enters  the  blad¬ 
der.  These  advantages  in  a  similar  case  would  lead  me  to  repeat  the 
operation  if  the  bladder  happened  to  be  opened  and  I  would  be  in¬ 
clined  to  make  an  artificial  vesico-vaginal  fistula  for  this  purpose  if  the 
bladder  was  not  open.’’ 
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the  ureter  and  the  interior  of  the  bladder.  The  usual 
method  of  performing  this  operation  is  to  make  an  opening 
into  the  bladder,  push  the  end  of  the  ureter  through,  and 
fasten  it  there  by  means  of  sutures.  Appreciating  the  well 
known  tendency  of  the  cut  end  of  the  ureter  to  contract 
when  introduced  into  the  bladder  in  this  way  and  having 
at  hand  a  vesico-vaginal  fistula  which  rendered  the  interior 
of  the  bladder  quite  accessible,  I  made  use  of  a  method 
which,  so  far  as  I  know,  had  not  been  described.  With  a 
long,  slender  forceps  I  punctured  the  bladder  wall  from 
within  outward  at  the  point  nearest  to  the  cut  end  of  the 
ureter.  Then  after  splitting  the  cut  end  of  the  ureter  and 
denuding  the  bladder  mucosa  on  either  side  of  the  punc¬ 
tured  opening  I  drew  the  ureter  into  the  bladder.  Figures 
2  and  3,  and  stitched  it  there  by  means  of  fine  chromic 
catgut  sutures,  Figure  4.  By  this  means  the  split  end  of 
the  ureter  was  held  widely  apart  by  means  of  sutures  so 
that  it  could  not  easily  contract  and  form  a  stricture,  and 
the  tightly  fitting  ureter  made  the  punctured  bladder 
wound  water-tight. 

“The  vesico-vaginal  fistula  was  closed  immediately  by 
drawing  the  anterior  margin  of  the  peritoneum  down  to 
the  lower  margin  of  the  vaginal  wound  and  fastening  it 
there  with  a  continuous  chromic  catgut  suture.  In  like 
manner  the  posterior  margin  of  the  peritoneum  was 
brought  into  contact  with  the  vaginal  margin  of  the 
wound,  after  which  the  wound  from  the  peritoneal  cavity 
into  the  vagina  was  closed  in  the  usual  way,  the  stumps 
of  the  broad  ligaments  being  drawn  down  into  the  vagina 
and  fastened  there  by  means  of  sutures,  one  at  each  end 
of  the  vaginal  wound.  During  the  two  weeks  following 
the  operation  the  bladder  was  kept  empty  by  the  continu¬ 
ous  use  of  a  self-retaining  catheter. 

“Cystoscopy  by  Dr.  Kolischer  and  myself  six  weeks  later 
showed  a  perfectly  patulous  opening  of  the  ureter,  the  di¬ 
vided  flaps  of  which  were  firmly  united  to  the  bladder 
mucosa. 

“At  the  end  of  a  year  the  patient  remains  free  from  re¬ 
turn  of  the  cancer.” 
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Cautery  for  Cancer.  A  strong  plea  for  the  use  of  the 
cautery  in  treatment  of  malignant  disease  of  the  uterus, 
both  as  a  preliminary  to  radical  operation  and  as  palliative 
treatment  is  made  by  G.  E.  Shoemaker.1  In  cases  suited 
for  operation  the  actual^  cautery  should  be  deeply  and 
thoroughly  applied  to  all  accessible  parts  of  the  growth 
before  a  tenaculum  is  introduced  or  any  other  instru¬ 
mental  traumatism  is  produced.  The  vaginal  attachments 
also  should  be  seared  by  the  cautery,  and  as  much  of  the 
other  structures  as  the  proximity  of  bladder,  ureters  and 
rectum  will  admit.  If  the  electrothermostat  is  used,  ad¬ 
ditional  cauterization  with  a  fine  point  should  be  given  to 
the  vaginal  attachments  in  front  and  behind,  where  the 
action  of  the  thermostat  is  ordinarily  wanting.  In  cases 
in  which  a  large  amount  of  new  tissue  presents  in  the  va¬ 
gina,  this  should  first  be  thoroughly  removed,  using  the 
cautery  as  a  knife,  preferably  several  days  before  the  hys¬ 
terectomy.  If  this  is  thoroughly  done  necrotic  material 
is  entirely  removed,  and  it  is  possible  to  do  the  major 
operation  through  apparently  healthy  tissue,  in  this  way 
greatly  lessening  the  risk  of  dissemination  of  cancerous 
infection  into  fresh  surfaces.  This  risk  of  infection  ap¬ 
pears  to  be  real,  however  little  we  may  know  of  its  actual 
method  of  working.  The  importance  of  this  preliminary 
use  of  the  cautery  is  insisted  upon  because  in  Shoemaker's 
experience  those  cases  have  shown  the  longest  immunity 
from  recurrence  under  otherwise  unfavorable  circumstances 
in  which  this  was  carried  out,  and  because  the  whole  trend 
of  surgical  experience  in  combating  cancer  shows  that 
the  cautery  is  our  most  effective  weapon  against  the  dis¬ 
ease. 

Shoemaker  believes  that  Byrne’s  method  of  cutting 
out  cancer  of  the  cervix  entirely  with  the  cautery  and  then 
by  the  same  method  removing  the  upper  vagina  and  as 
much  of  the  uterus  as  possible  without  opening  the  peri¬ 
toneum  is  the  method  which  thus  far  has  given  the  lowest 
mortality  and  the  greatest  freedom  from  recurrence. 
Byrne’s  series  of  cases  now  extends  over  a  number  of  years, 
so  that  his  figures*  are  unimpeachable.  That  it  is  the  cau- 


(1)  American  Medicine,  June  20,  1903. 
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tery  and  not  the  extent  of  tissue  removed  which  gives 
the  improved  results  is  shown  by  the  fact  that  in  his  sys¬ 
tem  less  tissue  is  removed  than  in  several  methods  of 
either  abdominal  or  vaginal  hysterectomy. 

Shoemaker’s  own  method  is  to  use  both  the  vaginal  and 
abdominal  operation,  employing  cautery  methods  wher¬ 
ever  possible,  and  removing  all  accessible  nodes  of  the  dis¬ 
ease.  The  extensive  pelvic  dissection  of  glands,  he  thinks, 
does  not  give  as  good  results  as  the  cautery  methods.  His 
experience  with  vaginal  hysterectomy  combined  with  cau¬ 
terization  has  been  so  favorable  that  he  does  not  share  the 
pessimism  which  some  authors  express.  He  cites  six  cases, 
five  of  carcinoma  of  the  cervix  and  one  of  carcinoma  of 
the  corpus  which  were  operated  on  respectively  7,  6,  5,  5, 
4  and  2  years  ago,  all  being  now  alive  and  well.  In  one 
case  there  was  a  recurrence  which  w^as  readily  removed 
again  with  the  cautery. 

Ligation  of  Arteries  for  Palliative  Treatment.  The  op¬ 
eration  for  palliation  of  inoperable  uterin  carcinoma  by 
means  of  ligating  the  hypogastric  and  ovarian  arteries  is 
reported  on  by  0.  T.  Lindenthal.1  This  procedure  has 
been  done  three  times  in  Lott’s  clinic  recently.  Lindenthal 
states  that  the  bleeding  was  favorably  influenced,  but  the 
progress  of  the  carcinoma  was  not  checked.  The  malodor¬ 
ous  discharge  in  only  two  of  the  cases  was  bettered  through 
the  curettement  undertaken  at  the  same  time.  Doubtless 
in  two  cases  the  general  condition  was  bettered  by  stopping 
the  hemorrhage,  but  in  the  other  case  cachexia  was  so  far 
advanced  that  it  made  little  difference. 

From  their  experience  and  that  of  others  these  investiga¬ 
tors  believe  that  this  palliative  operation  is  from  a  sur¬ 
gical  standpoint  relatively  a  minor  operation  and  is  to  be 
recommended  in  the  rare  cases  in  which  an  inoperable  car¬ 
cinoma  has  not  already  largely  invaded  the  vagina,  those 
in  which  the  cachexia  is  not  of  a  high  grade  and  in  which 
the  most  disturbing  and  distressing  symptoms  are  arising 
from  uncontrollable  hemorrhage.  The  bleeding  will  prob¬ 
ably  return,  but  may  in  rare  cases  be  checked  for  a  con¬ 
siderable  period.  The  procedure  is  certainly  justifiable, 


(1)  Zentralblatt  fur  Gyniikologie,  March  7,  1903. 
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if  one  is  attempting  the  radical  operation  and  for  any  rea¬ 
son  has  to  give  up  that  more  desirable  undertaking. 

Cautery  for  Palliative  Treatment  of  Cancer.  The 

thermo-cautery  method  of  palliative  treatment  for  cancer 
of  the  cervix  uteri  finds  an  earnest  advocate  in  W.  B. 
Chase.1  This  author  distinctly  states  that  the  work  he 
advises  is  only  to  be  done  for  inoperable  or  recurrent  cases. 
The  special  skill  required  consists  in:  First,  not  going 
beyond  the  area  of  involvement  and  in  the  avoidance  of 
the  bladder,  rectum,  ureters  and  intestines ;  second,  in 
having  the  cautery  knife  hot  enough  to  burn  the  structures 
and  not  hot  enough  to  disintegrate  them  too  rapidly.  Un¬ 
less  this  is  done,  troublesome  hemorrhage  may  follow. 
Done  in  this  way,  the  action  of  the  cauterv  effectually 
closes  the  vessels,  thereby  diminishing  and  arresting  the 
infective  process.  The  heat  extends  beyond  the  area  of 
tissue  destruction  and  is  thereby  efficacious  in  destroying 
the  cancer  cells.  If  the  muco-cutaneous  surfaces  are  not 
seared  or  burned,  it  is  exceptional  for  the  patient  to  suffer 
pain.  Chase  protects  the  vaginal  surfaces  by  strips  of 
asbestos  paper.  The  after-dressing  consists  in  the  use  of 
iodoform  gauze  and  cleaning  the  parts  with  peroxid  of 
hydrogen.  Dressing  must  be  applied  every  day,  until 
healing  follows.  Unhealthy  granulations  may  be  touched 
afterwards  with  nitrate  of  silver.  This  treatment  may  be 
repeated,  if  necessary,  in  from  two  to  six  months.  Often 
there  is  restitution  to  health  for  some  time  following  the 
use  of  the  thermo-cautery. 

Chase  cites  cases  which  show  the  great  diminution  of 
pain,  the  general  bettered  condition,  including  loss  of  ca¬ 
chetic  appearance,  and  the  probable  increase  in  the  dura¬ 
tion  of  life  which  follow  his  method  of  treatment. 

Hydatiform  Mole. 

A  very  thorough  paper  on  hydatiform  mole  has  been 
contributed  by  P.  Findley,2  who  himself  succinctly  sum¬ 
marizes  as  follows: 

1.  Nothing  definite  is  known  of  the  immediate  and 


(1)  American  Journal  of  Obstetrics,  aJnuary,  1904. 

(2)  American  Journal  Medical  Sciences,  March,  1903. 
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remote  causes  of  hydatiform  mole.  It  most  frequently 
occurs  between  the  ages  of  twenty  and  thirty,  and  is  two 
and  one-half  times  as  frequent  in  multipara  as  in  primi- 
para.  Neither  general  nor  local  disease  is  positively  known 
to  have  a  direct  bearing  upon  the  development  of  the  mole. 

2.  The  weight  of  evidence  is  in  favor  of  a  maternal 
origin,  the  vesicular  degeneration  of  the  chorionic  villi 
resulting  from  a  disturbed  maternal  circulation.  Failure 
on  the  part  of  the  maternal  circulation  causes  a  degen¬ 
eration  of  the  connective  tissue  stroma  of  the  villi,  to¬ 
gether  with  serous  infiltration  or  edema.  The  syncytium 
and  Langhans’  cells  penetrate  deeper  into  the  decidua, 
where  the  nutrition  is  adequate — a  fact  which  accounts 
for  the  unusual  proliferation  of  these  epithelial  elements 
in  hydatiform  mole. 

3.  There  is  no  proof  that  cystic  degeneration  of  the 
ovaries  has  any  influence  upon  the  development  of  cystic 
degeneration  of  the  ovum.  The  former  is  so  common  as 
compared  to  the  latter  that  it  is  not  likely  they  stand  in 
relation  of  cause  and  effect. 

4.  Malignant  degeneration  of  hydatiform  mole  occurs 
in  about  16  per  cent  of  all  cases.  No  sharp  line  can  he 
drawn  between  benign  and  malignant  hydatiform  moles. 
Syncytial  invasion  of  the  connective  tissue  stroma  of  the 
villi  and  of  the  uterine  musculature  occurs  under  normal 
conditions,  and  cannot  be  regarded,  in  hydatiform  mole, 
as  evidence  of  malignancy  unless  found  to  a  marked  de¬ 
gree. 

5.  It  follows  that  a  macroscopic  and  microscopic  ex¬ 
amination  of  discharged  vesicles  will  not  determine  the 
benign  or  malignant  character  of  a  mole. 

6.  The  length  of  time  a  mole  remains  in  utero  does 
not  influence  its  disposition  to  become  malignant.  Those 
expelled  in  the  early  months  are  as  likely  to  become 
malignant  as  those  of  late  development. 

7.  The  diagnosis  cannot  be  made  with  certainty  with¬ 
out  seeing  the  vesicles.  These  vesicles  are  seldom  ex¬ 
pelled  spontaneously  before  the  abortion  is  in  progress 
(4  times  in  210  cases)  ;  hence  it  is  that  the  diagnosis 
is  rarely  established  until  the  expulsion  of  the  mole,  either 
spontaneous  or  induced. 
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8.  The  most  constant  clinical  evidence  of  the  presence 
of  a  mole  is  the  rapid  development  of  the  uterus.  Uterin 
hemorrhage  is  an  early  and  almost  constant  symptom. 
The  irregular  shape  and  consistency  of  the  uterus  are 
important  diagnostic  factors.  , 

9.  In  view  of  the  tendency  of  hydatiform  mole  to  un¬ 
dergo  malignant  degeneration,  our  only  safeguard  lies  in 
early  recognition  and  immediate  removal,  however  limited 
the  degeneration  may  be. 

10.  Ergot  and  vaginal  packs  will  control  the.  hemor¬ 
rhage,  and  will  often  excite  the  uterus  to  contract  and 
expel  the  mole.  The  curette  should  not  be  used,  for  fear 
of  perforating  the  greatly  stretched  and  weakened  walls. 

11.  After  the  mole  is  expelled  always  explore  the 
uterus  with  the  finger,  irrigate,  and  pack  with  antiseptic 
gauze. 

12.  Two  weeks  after  the  birth  of  the  mole  it  is  well 
to  curette  the  uterus  and  examine  the  scrapings  for 
syncytial  invasion,  and,  if  found  in  the  act  of  proliferat¬ 
ing,  hysterectomy  should  he  performed. 

13.  A  period  of  about  three  years  of  watchful  expect¬ 
ancy  should  follow  the  expulsion  of  a  hydatiform  mole. 
In  the  event  of  uterin  hemorrhage  an  exploratory  curet¬ 
tage  must  be  made  for  microscopic  examination  of  the 
scrapings.  All  new  growths  in  the  vagina  and  lungs  are 
to  be  regarded  with  suspicion. 

14.  The  tables  are  a  summary  of  statistics  derived 
from  the  accompanying  reports  of  210  cases:  Average 
age  of  patient  is  twenty-seven  years;  extreme  ages  are 
thirteen  and  fifty-eight  years.  Largest  number  of  moles 
born  of  a  single  woman  is  eleven.  Eight  of  the  210  cases 
had  cystic  degeneration  of  the  ovaries.  One  hydatiform 
mole  developed  in  the  Fallopian  tube.  Malignant  degen¬ 
eration  occurs  from  one  week  to  four  and  one-half  years 
after  the  expulsion  of  the  mole,  as  evidenced  by  the  re¬ 
currence  of  hemorrhage.  Maternal  mortality  in  hydati¬ 
form  mole  is  25  per  cent.  Causes  of  death:  Synevtioma 
malignum,  16  per  cent;  hemorrhage,  4  per  cent;  septic 
peritonitis,  2  per  cent;  general  sepsis,  uremia,  nephritis, 
endocarditis,  meningitis,  each  0.005  per  cent;  two  of 
unknown  cause. 
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15.  Contrary  to  the  usual  statement  that  there  is  a 
tendency  to  the  development  of  two  or  more  hvdatiform 
moles,  it  is  found  to  be  the  great  exception. 

Malformations. 

Bifid  Uterus.  Myoma  and  Pregnancy.  In  this  Year 
Book  we  do  not  find  space  for  reporting  the  great  number 
of  anatomic  anomalies  which  we  notice  published  in  for¬ 
eign  and  American  literature  every  year.  Most  of  them, 
beyond  those  already  described  in  text  books  of  gynecol¬ 
ogy,  have  little  practical  bearing. 

The  diagnosis  is  generally  made  readily  by  careful  ex¬ 
amination  and  the  treatment  needed  is  usually  obvious. 
These  cases  hardly  form  a  part  of  the  world’s  progress 
in  gynecology.  However,  a  case  of  bifid  uterus  reported 
by  V.  Bauehet1  offered  such  difficulties  in  diagnosis  that 
the  possibility  of  another  such  case  should  be  kept  in 
mind  under  similar  circumstances. 

The  patient  presented  herself  complaining  of  suppres¬ 
sion  of  the  menses  for  3  months,  pelvic  pain  and  enlarge¬ 
ment  of  the  abdomen.  Several  of  the  signs  of  pregnancy 
were  made  out,  but  the  abdominal  tumor  did  not  corre¬ 
spond  to  pregnancy  nor  a  combination  of  pregnancy  with 
any  recognizable  neoplasm.  At  operation  it  was  found 
that  one  corner  of  the  bifid  uterus  was  occupied  by  a 
fetus  and  the  other  corner,  about  twice  as  large,  was  the 
seat  of  a  fibroma. 

Hermaphroditism.  During  the  last  year  considerable 
literature  has  appeared  upon  the  subject  of  hermaphro¬ 
ditism  and  a  remarkable  number  of  new  cases  have  been 
reported  both  in  America  and  Europe.  Perhaps  the  most 
notable  paper  on  the  subject  appears  by  F.  von  Neuge- 
bauer,2  who  reports  six  cases  of  pseudo-hermaphroditism 
which  he  saw  during  the  year  1903.  Three  of  these  cases 
were  instances  in  which  an  error  of  sex  had  been  made, 
as  was  proven  by  operative  work  undertaken  to  relieve 
the  abnormal  conditions. 


(1)  Gazette  des  Hopitaux,  January  10,  1903. 

(2)  Zentralblatt  fur  Gynakologie,  'January  16.  1904. 
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From  his  experience,  Neugebauer  states  that  he  is  con¬ 
vinced  that  in  many  cases  which  are  described  as  defective 
uterus  with  rudimentary  vagina,  one  really  has  to  deal 
not  with  a  female,  but  with  a  male  case  of  hypospadias 
with  cryptorchism.  In  the  last  few  years  Neugebauer 
has  collected  some  942  of  these  anomalies  and  concludes 
as  follows : 

1.  That  these  anomalies  are  much  more  frequent  than 
is  generally  believed  and  that  the  local  anomalous  appear¬ 
ance  is  only  one  part  of  a  general  anomalous  condition. 

2.  That  errors  in  the  determination  of  sex  even  now¬ 
adays  are  frequently  made  where  they  might  have  been 
avoided. 

3.  That  the  social  outcome  of  an  error  in  the  deter¬ 
mination  of  sex  is  often  not  only  deleterious  for  the  indi¬ 
vidual  but  also  for  those  in  his  environment. 

4.  That  consequently,  some  knowledge  of  the  number¬ 
less  modes  and  varieties  of  pseudo-hermaphroditism  is  not 
only  of  theoretic  interest  to  embryologists  and  anatomists, 
but  also  is  important  for  the  psycho-pathologist  and  the 
practitioner  in  general. 

A  True  Hermaphrodite.  A  case  of  what  the  author 
claims  is  genuine  hermaphroditism  is  reported  by  Garre.1 
The  patient,  20  years  of  age,  had  been  brought  up  as  a 
boy,  but  his  physiologic  development  had  lately  caused 
his  sex  to  be  doubted.  The  breasts,  especially  the  left 
one,  were  strongly  developed  and  swelled  periodically. 
Every  four  weeks  there  was  bleeding  from  the  genitalia. 
The  general  build  of  the  body  was  that  of  a  woman.  The 
patient  had  an  imperforate  penis,  and  an  opening  below 
communicated  with  the  bladder.  By  the  rectum  were  felt 
on  the  left  side  two  bodies  somewhat  differently  shaped, 
each  about  the  size  of  a  pigeon’s  egg.  Nothing  was  to  be 
felt  for  certain  on  the  right  side,  but  here,  however,  a 
round  body  about  the  size  of  a  pigeon’s  egg  lay  in  the 
inguinal  canal.  As  the  nature  of  this  latter  body  could 
not  be  determined  with  exactness  an  operation  was  un¬ 
dertaken  to  determine  the  sex. 

After  the  peritoneum  on  the  right  side  had  been  cut 
through  what  seemed  to  resemble  a  hernial  sac,  an  elon- 


(1)  Deutsche  medicinisehe  Woehenschrift,  January  29,  1903. 
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gated  body  like  a  Fallopian  tube  was  found.  Below  this 
subperitoneally  a  structure  resembling  an  ovary  was 
found.  Then  out  of  the  abdomen  was  drawn  another 
structure,  yellowish,  looking  like  a  testicle  with  an  epi¬ 
didymis  and  vas  deferens  attached.  The  tube  and  struc; 
ture  beneath  were  excised,  and  out  of  the  other  round 
body  a  specimen  "was  taken  for  examination,  together 
with  a  bit  of  the  vas  deferens. 

Microscopic  examination  showed  one  body  to  be  a 
testicle,  the  other  to  be  an  ovary  with  the  parovarium 
above  it.  The  vas  deferens  was  also  recognizable. 

The  presence  of  both  ovary  and  testicle  in  this  case 
proved  to  be  a  true  glandular  case  of  hermaphroditism. 

Since  the  two  glands  were  examined  by  sight  only  on 
one  side,  although  two  other  similar  bodies,  as  mentioned, 
were  found  by  rectal  examination,  the  question  of  bi¬ 
lateral  hermaphroditism,  although  highly  probable,  is 
unsettled  in  this  case. 

Search  in  the  literature  failed  to  show  any  previous 
reports  of  true  hermaphroditism  which  will  bear  criticism. 
One  case,  however,  not  completely  reported  was.  exhibited 
as  a  true  instance  under  the  authority  of  Zeigler.  Spiegel 
has  lately  demonstrated  true  hermaphroditism  to  occur  in 
mammals,  especially  in  pigs. 

The  importance  of  this  report  lies  in  the  fact,  Garre 
maintains,  that  for  the  first  time  in  the  living  human 
being  both  a  testicle  and  an  ovary  have  been  demonstrated 
anatomically  and  histologically  to  exist  in  the  same  indi¬ 
vidual.  It  makes  a  clear  case  of  true  hermaphroditism. 

Hypospadias,  Operation  for.  An  operation  for  the 
building  up  of  a  urethra  is  presented  by  E.  C.  Dudley. 
Hypospadias  in  the  female  is  a  defect  in  the  posterior  wall 
of  the  urethra,  or  in  extreme  cases  entire  absence  of  the 
urethro-vaginal  wall.  A  condition  resembling  hypos¬ 
padias  may  result  from  traumatism,  that  is,  the  urethro¬ 
vaginal  wall  may  be  divided  by  an  operation  or  sloughing 
in  consequence  of  pressure  necrosis  during  labor.  What¬ 
ever  the  cause  of  the  condition  may  be,  if  there  is  incon¬ 
tinence  of  urine,  a  plastic  operation  should  be  made  to 
construct  an  artificial  urethra.  Emmet  was  the  principal 
pioneer  in  urethroplasty.  His  method  was  to  utilize  the 


MALFOKMAT I  ON  S. 


149 


Fig.  l. 


Fig.  2. 


Fig.  3, 


Fig.  4, 


150 


TUMORS.  MALFORMATIONS. 


labia  minora  as  material  out  of  which  to  make  the  new 
urethra.  He  denuded  a  longitudinal  strip  on  the  inner 
surface  of  each  labium  and  then  united  them  by  means 
of  interrupted  sutures  and  in  this  way  was  successful  in 
securing  more  or  less  retentive  power.  Dudley  for  sev¬ 
eral  years  has  employed  a  somewhat  different  method 
with  gratifying  results.  It  is  important  in  building  up 
a  new  urethra  to  have  in  mind  three  special  points :  first, 
to  introduce  the  sutures  over  a  rather  small  sound,  for  the 
urethra  will  usually  dilate  and  if  a  large  sound  is  used 
will  therefore  finally  become  too  wide ;  second,  broad  areas 
of  denudation  should  be  made  on  each  side  so  as  to  pro¬ 
duce  a  very  thick  urethro-vaginal  wall,  for  this  wall  usually 
grows  thinner  by  stretching  or  absorption  and  should 
therefore  be  quite  thick  to  begin  with;  third,  before  the 
new  urethra  is  attempted  an  artificial  vesico-vaginal  fis¬ 
tula  should  be  made  midway  between  the  inner  extremity 
of  the  urethra  and  cervix  uteri  so  that  during  the  healing 
process  the  sutures  in  the  new  urethra  may  not  be  mechan¬ 
ically  embarrassed  by  the  outflow  of  urine.  After  the 
union  in  the  urethra  has  become  solid  the  fistula  may  be 
closed  in  the  usual  fashion. 

DESCRIPTION  OF  FIGURES  ON  PAGE  149. 

Figure  1:.  Building  of  a  urethra.  Congenital  absence  of  urethra. 
Black  and  white  dotted  lines  indicate  area  to  be  denuded  in  the  con¬ 
struction  of  a  new  urethra. 

Figure  2.  Building  of  a  urethra.  Same  as  Figure  1.  Area  for 
construction  of  new  urethra  denuded.  Inner  margins  of  denuded  area 
being  brought  together  by  continuous  catgut  suture  so  as  to  unite 
these  margins  over  the  sound  which  has  been  introduced  into  the 
bladder  and  is  held  by  the  hand  of  an  assistant. 

Figure  3.  Building  of  a  urethra.  Same  as  Figure  2.  Margins  of 
mucosa  being  united  by  continuous  suture  over  the  sound  by  fine 
continuous  catgut  sutures.  The  first  stitch  has  been  introduced  and 
tied  and  the  needle  is  being  introduced  for  the  second  stitch  to  unite 
the  outer  margins  of  the  denuded  area  for  the  completion  of  the  new 
urethra. 

Figure  4.  Building  of  a  urethra.  Same  as  Figure  3.  Sound  in 
position  as  in  Figures  2  and  3.  Bast  stitch  of  the  continuous  sutures 
being  introduced.  This  stitch  when  tied  will  complete  the  formation 
of  the  new  urethra.  All  sutures  are  of  fine  chromic  catgut. 
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PART  IV. 

TRAUMATISMS. 

Laceration  of  the  Perineum. 

Perineorrhaphy.  Secondary  Operation.  This  subject 
is  presented  by  E.  C.  Dudley,  with  illustrations  in  order  if 
possible  to  simplify  and  unify  the  subject.  The  illustra¬ 
tions  referred  to  will  be  found  on  pp.  157  to  160. 

When  the  torn  surfaces  have  healed  over  and  cicatrized, 
after  an  unsuccessful  primary  operation  or  after  no  opera¬ 
tion  at  all,  correct  denudation  is  essential,  and  this  is 
made  possible  only  by  studying  the  lines  of  the  original 
tear  by  means  of  a  tenaculum  in  each  hand,  and  having  in 
mind  the  remains  of  the  hymen  and  the  crest  of  the 
rectocele. 

When  labor  has  not  resulted  in  laceration,  the  vaginal 
outlet  will  be  surrounded  by  the  remains  of  the  hymen, 
which  mark  off  the  vulva  from  the  vagina — that  is,  by 
the  carunculae  myrtiformes.  These  consist  of  numerous 
small  protuberances  situated  near  together  and  surround¬ 
ing  the  vulva,  as  it  were,  like  a  string  of  beads.  They  are 
sometimes  so  close  together  and  pronounced  as  almost  to 
constitute  an  annular  hymen. 

This  circular  line  of  carunculse  myrtiformes,  in  case  of 
laceration,  is  broken  at  a  point  near  the  posterior  commis¬ 
sure  of  the  vulva  and  when  the  break  occurs  the  lowest 
caruncle  on  either  side  of  the  rupture  is  retracted  to  the 
corresponding  side  of  the  vaginal  outlet.  In  the  typical 
case,  the  two  lowest  caruncles  will  correspond  to  points  d 
and  e  in  Figures  1  to  8,  which  show  them  as  they  appear  in 
the  various  .stages  of  the  operation.  The  two  lowest 
caruncles,  on  being  approximated  by  the  tenacula,  would 
show  the  surface  to  be  united  in  the  external  parts  of  the 
rupture. 

Having  located  the  two  lowest  caruncles,  find  some 
point  near  the  center  of  the  upper  fragment,  point  b  in 
any  of  the  accompanying  figures  (if  a  rectocele  has  formed. 
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this  will  be  its  crest),  and  while  the  two  caruncles  d  and 
e  are  being  held  together,  let  point  b  be  drawn  into  coin¬ 
cidence  with  points  d  and  e.  Then  will  the  points  b,  d  and 
e  come  together  and  form  one  and  the  same  point.  The 
coincidence  of  these  three  points  will  show  all  the  sur¬ 
faces  to  be  denuded  and  united  upon  themselves. 

Remove  the  tenaculum  at  d;  reintroduce  it  at  f. 
Then  consider  tenacula  b,  e  and  f  as  hooking  up  the 
three  angles  of  a  plane  triangle.  Let  traction  on  the 
angles  of  this  triangle  be  made  by  these  tenacula  in  the 
hands  of  assistants,  the  direction  of  the  traction  being 
from  the  center  of  the  triangle  toward  the  angles.  The 
surfaces  put  upon  the  stretch  should  now  be  denuded.  This 
completes  the  denudation  on  the  left  side.  Then  remove 
the  tenaculum  at  point  e,  reintroduce  it  at  point  d,  place 
the  included  triangle  bdf  upon  the  stretch,  and  denude 
as  before.  This  completes  the  denudation  on  the  right 
side. 

Then  remove  the  tenaculum  at  point  f  and  reintroduce 
it  at  point  c,  making  traction  upward,  and  at  the  same 
time  approximating  points  b  and  e  with  other  tenacula. 

Then  the  surface  b  c  e  f  is  to  be  united  upon  itself  with 
a  line  of  sutures  so  as  to  bring  the  line  be  in  coincidence 
with  the  line  ce.  In  like  manner  line  ba  must  be  brought 
into  coincidence  with  line  ad.  Finally,  other  sutures  close 
the  external  part  of  the  rent,  clef,  upon  itself.  Observe 
the  suture  whose  entrance  and  exit  are  at  points  e  and  d, 
which  makes  a  circuit  around  point  b.  This  suture,  which 
is  the  “crown  stitch”  of  Emmet,  brings  points  b,  d  and  e 
into  coincidence.  Figures  5-8. 

In  the  introduction  of  sutures  one  of  the  greatest  prin¬ 
ciples  of  plastic  surgery  should  be  observed,  namely,  that 
freedom  from  wound-disease  and  consequent  union  re¬ 
quire  the  sutures  from  their  points  of  entrance  to  their 
points  of  exit  so  far  as  possible  to  be  buried,  so  that  they 
shall  not  anywhere  appear  in  the  exposed  surfaces. 

Each  suture  should  be  tied  before  introducing  the 
next,  instead  of  first  introducing  all  the  sutures  and  tying 
them  afterward,  as  is  usually  done.  One  reason  for  this 
is  that  the  sutures  are  less  likely  under  the  former  method 
to  antagonize  one  another. 
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In  a  typical  laceration.  Figure  5,  let  the  first  suture  be 
introduced  and  tied  in  the  angle  or  sulcus  on  one  side, 
point  c.  The  free  ends  should  not  be  immediately  cut 
short,  but  left  long  and  given  into  the  hand  of  an  assistant, 
who  should  make  firm  traction  upon  them  in  the  upward 
direction  toward  the  pubes  while  the  next  suture  is  being 
placed  and  tied,  when  the  long  ends  of  this  suture  are  also 
given,  with  the  preceding  one,  into  the  hands  of  the  same 
assistant.  Then  introduce  the  third  suture,  while  firm 
traction  is  being  made  on  the  first  two,  precisely  as  the 
second  was  introduced,  and  so  on  until  the  required  num¬ 
ber  has  been  inserted  and  tied  on  that  side.  Repeat  this 
on  the  opposite  side ;  or  the  sutures  may  be  introduced  as 
shown  in  Figures  5  to  8,  one  in  one  sulcus  and  one  in  the 
other  and  so  on  until  both  sulci  are  closed. 

Then  introduce  a  suture  under  the  lowest  caruncle  on 
the  left  side,  through  the  crest  of  the  rectocele,  or  the 
center  of  the  upper  fragment,  carrying  the  suture  around, 
buried  all  the  way,  out  through  the  lowest  caruncle  on  the 
opposite  side.  This  is  parallel  to  and  supplements  the 
crown  suture  already  mentioned  and  aids  it  in  holding  the 
three  points  b,  cl  and  c  together.  With  the  tying  of  this 
suture  the  vaginal  portion  of  the  operation  is  complete. 
Figure  8  d  e. 

The  external  or  vulvar  portion  is  closed  in  the  same  way 
— that  is,  while  each  suture  is  being  introduced  and  tied, 
firm  traction  should  be  made  upward,  in  the  direction  of 
the  pubes,  on  the  preceding  sutures. 

If  the  perineum  be  closed  in  this  way,  it  is  surprising 
to  see  how  it  will  be  brought  up  so  as  fairly  to  hug  the 
pubes.  Indeed,  the  posterior  part  of  the  vaginal  outlet  will 
almost  exert  pressure  upon  the  neck  of  the  bladder  and 
pubes.  By  this  method  the  operator  should  never  fail 
to  get  the  perineum  into  its  normal  position  and  location. 

The  operation  here  described  is  for  a  typical  case  of 
laceration  into  both  sulci  and  out  over  the  external  part  of 
the  perineum.  At}qfical  cases  will  constantly  arise  which 
must  be  individualized  and  treated  according  to  their  pe¬ 
culiarities.  Silkworm  gut  is  preferred  for  sutures. 

After-treatment ,  The  patient  is  not  catheterized  un- 
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less  unable  to  pass  urine.  She  is  permitted  to  lie  in  any 
position. 

The  external  sutures  should  be  removed  in  twelve  to 
fourteen  days ;  Figure  12 ;  the  vaginal  sutures  in  about 
twenty  days.  The  removal  of  the  latter  is  facilitated  by 
the  use  of  Sims’  speculum  reversed — that  is,  hooked  under 
the  pubes,  the  patient  being  on  the  back,  Figure  12.  Dur¬ 
ing  convalescence  the  patient  may  lie  in  any  desired  posi¬ 
tion.  When  on  the  back  the  legs  and  thighs  may  be  more 
comfortable  if  supported  on  a  roll.  A  sterilized  douche 
should  be  given  every  twelve  hours,  and  the  external  parts 
showered  off  after  urination  or  defecation.  The  wound  is 
dressed  aseptically  with  a  pad  of  gauze  and  cotton  over 
the  vulva  held  in  place  by  a  T  bandage. 

If  secondary  hemorrhage  occur,  the  indication  is  for 
anesthesia  and  prompt  ligature  of  the  bleeding  point.  For 
this  purpose,  the  parts  may  be  exposed  by  a  speculum. 

Other  Operations.  The  literature  of  the  subject  has 
been  obscured  by  a  countless  variety  of  operations  for  the 
restoration  of  the  perineum.  Every  medical  student  is 
appalled  by  their  number,  their  diversity,  and  their  com¬ 
plexity.  It  is  hardly  possible,  however,  that  perineorrhaphy 
should  furnish  an  exception  to  the  great  principle,  that 
progress  in  any  direction  is  characterized  by  simplicity. 

The  object  of  perineorrhaphy  is  to  replace  rather  than 
to  enlarge  the  perineum.  Many  of  the  popular  stereotyped 
operations  which  enlarge  it  really  exaggerate  the  displace¬ 
ment. 

The  surgeon  is  often  asked  what  operation  he  performs 
on  the  perineum.  This  implies  that  there  may  be  some 
fixed  operation  which  is  universally  applicable.  It  would 
be  no  less  absurd  to  ask  what  plastic  operation  is  univers- 
ally  applicable  to  lacerated  wounds  of  the  face.  It  is  not 
enough  for  an  operator  merely  to  get  union  at  any  cost, 
even  though  that  union  result  in  placing  a  solid  mass  of 
flesh  where  the  perineum  ought  to  be.  Great  harm  comes 
if  the  parts  brought  in  opposition  are  not  parts  which 
belong  together. 

Most  of  the  stereotyped  operations  are  prized  because 
they  make  the  “large,  solid,  perineal  body,”  but  such  a 
perineum,  composed  of  the  union  of  parts  which  do  not 
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belong  together,  may  be  unfit  for  the  performance  of  its 
functions,  and  may  be  very  prone  to  subsequent  rupture. 

We  hear  much  said  about  various  stereotyped  opera¬ 
tions,  the  aim  of  which  is  to  make  a  ‘large,  solid,  perin¬ 
eal  body,"  a  so-called  “improvement  on  nature/’  This 
involves  a  radical  and  dangerous  misconception.  The 
large  perineal  body  is  contrary  to  nature,  it  is  unneces¬ 
sary,  is  a  disadvantage.  The  question  is  not  of  size,  but 
of  location.  If  the  perineum,  be  it  ever  so  small,  is  well 
up  under  the  pubes,  its  location  at  that  point  indicates 
that  the  muscles  and  fascia  of  the  pelvic  floor  are  per¬ 
forming  their  function  of  supporting  the  pelvic  organs. 
Let  us  have  an  end  of  the  fallacy  that  the  perineum  sup¬ 
ports  the  organs  because  it  is  so  large,  or,  for  that  matter, 
that  it  supports  them  at  all.  In  its  normal  location  and 
integrity  it  indicates  that  the  pelvic  floor  is  giving  support 
to  the  pelvic  organs,  is  doing  its  part  in  the  prevention  of 
prolapse,  is  fulfilling  its  functions.  A  torn  perineum 
properly  situated  may  be  adequate.  An  enormous  perin¬ 
eum,  if  displaced  toward  the  coccyx,  may  require  opera¬ 
tive  treatment. 

When  a  thoroughly  scientific  and  satisfactory  treatise  is 
written  on  the  subject  of  perineorrhaphy,  it  will  not  be 
an  article  describing  the  numerous  and  complicated  opera¬ 
tions.  It  will  treat,  in  a  general  way,  of  operating  in 
such  a  way  as  to  restore  the  parts  to  the  condition  in 
which  they  were  before  they  were  torn.  The  first  step 
must  be  to  find  the  landmarks,  and  Emmet  has  told  us 
how  to  do  this  by  bringing  together  the  lowest  carunculae 
myrtiformes  on  either  side  with  tenacula;  when  this  has 
been  done  one  may  discern  the  directions  of  the  original 
rent  and  cicatrices.  On  the  correct  observation  of  these 
landmarks  will  depend  the  method  by  which  we  must  pro¬ 
ceed  to  restore  the  perineal  body  so  as  to  leave  the  vaginal 
outlet  with  an  annular  arrangement  of  the  remains  of  the 
hymen.  Failure  to  study  these  cases  with  the  remains 
of  the  hymen  as  a  guide  accounts  for  the  numerous  and 
divergent  methods  of  perineorrhaphy. 

The  greatest  lesson  in  perineorrhaphy  is  to  apply  the 
elementary  principle,  that,  in  the  repair  of  a  wound,  the 
essential  purpose  is  to  restore  the  wounded  part  to  the 
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original  state.  Always  individualize  each  case,  find  out 
the  lines  of  tear,  their  direction,  their  length,  and  then 
put  the  fragments  back  where  they  were  before.  He  who 
does  this  will  do  a  different  operation  in  each  case,  but 
he  will  do  one  man’s  operation — the  man  will  be  himself. 
If  one  of  the  stereotyped  operations  in  an  individual  pro¬ 
duces  a  perfect  result,  it  will  be  not  because  it  has  any¬ 
thing  like  universal  adaptation  to  the  repair  of  an  injured 
perineum,  but  because  it  chanced  to  fit  the  case. 

The  flap-splitting  operation,  for  example,  usually  re¬ 
sults  in  the  union  of  parts  which  were  not  together  before 
the  rupture,  and  perchance  cannot  be  united  without 
detriment  to  the  patient;  it  is  often  performed  with  little 
judgment,  and  since  it  is  so  easy  that  a  tyro  can  do  it, 
has  become  popular.  The  principle  of  flap-splitting,  how¬ 
ever,  as  applied  to  perineorrhaphy,  has  great  value  in  so 
far  as  it  may  enable  the  operator,  in  some  cases,  to  read¬ 
just  the  fragments  to  their  original  relations.  If  used 
with  skill  and  judgment,  in  some  cases  of  deep  injury 
to  the  fascia  it  serves  a  most  useful  purpose.  Its  broad 
application  beyond  this  has  done  great  and  irreparable 
harm. 

The  buried  suture  in  perineorrhaphy  would  be  beyond 
criticism  if  its  use  were  not  occasionally  followed  by  in¬ 
fection.  Numerous  operations  in  the  hands  of  careful 
aseptic  surgeons  have  resulted  in  suppuration,  burrowing 
of  pus,  formation  of  recto-vaginal  and  recto-perineal  fis- 
tulae  and  dangerous  sepsis.  The  advantages  of  the  bur¬ 
ied  over  the  ordinary  interrupted  suture  which  is  tied 
on  the  surface  do  not  outweigh  this  danger. 

In  cases  of  extreme  rectocele  and  cystocele  it  is  often 
necessary,  especially  in  women  who  have  passed  the  meno¬ 
pause,  to  combine  with  closure  of  the  perineum  the  re¬ 
moval  of  a  portion  of  the  vaginal  plate*  of  the  vesico-va- 
ginal  and  recto-vaginal  walls — an  elliptical  piece  from  the 
anterior  vaginal  wall,  and  a  triangular  piece,  with  the  apex 
toward  the  uterus,  from  the  posterior  vaginal  wall.  The 
margins  of  the  vaginal  wounds  thus  made  should  be  united 
from  side  to  side  by  interrupted  sutures.  The  purse-string 
suture  of  Stoltz  should  never  be  used  because  it  tends  to 
shorten  the  vagina  and  thus  to  displace  the  uterus. 
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Fig.  1. 


Fig.  2. 


Fig.  3.  Fig.  4. 

m 

Figure  1.  Typical  incomplete  laceration  of  the  perineum.  The 
tenaculum  hooked  into  the  crest  of  the  rectocele  at  point  b  draws 
it  slightly  forward.  The  other  two  tenacula  are  hooked  into  the 
lowest  remains  of  the  hymen,  points  d  and  e  (caruncul®  myrtiformes) . 
The  three  tenacula  if  approximated  would  bring  into  coincidence 
points  b,  d  and  e,  and  would  show  what  surfaces  should  be  united. 

Figure  2.  Same  as  1.  Tenaculum  at  d  removed  and  placed  at  f. 
Tenacula  b,  e,  and  f  make  traction  so  as  to  render  tense,  lift  up  and 
expose  for  denudation  the  torn  sulcus  of  the  left  side.  The  ridges 
formed  by  the  structures  drawn  taut  indicate  the  outline  of  the  sur¬ 
face  to  be  denuded. 

Figure  3.  Denudation,  with  Emmet’s  slightly  curved  scissors,  of 
the  surface  exposed  in  Figure  2.  A  strip  is  to  be  denuded  all  around 
the  surface,  leaving  an  undenuded  island  in  the  center  which  re¬ 
tracts  to  small  size. 

Figure  4.  The  island  of  undenuded  surface  left  after  denuda¬ 
tion  of  the  strip  around  the  surface  exposed  in  Figures  2  and  3,  is 
being  hooked  up  by  a  tenaculum  and  denuded  with  scissors. 
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Fig. 


Fig.  7. 


Fig.  8. 
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Figure  5.  The  denudation  shown  on  the  left  side  of  the  vaginal 
outlet  in  Figures  3  and  4  has  been  carried  out  on  both  sides  in  this 
Figure.  A  suture  called  the  crown  suture  has  been  passed  under  the 
left  caruncle  e,  through  the  crest  of  the  rectocele  b,  and  under  the 
right  caruncle  d.  This  suture  when  tied  later  will  bring  these  three 
points  together  ;  before  being  tied  it  serves  as  a  guide  to  the  surfaces 
to  be  united  in  the  two  sulci.  Two  sutures  introduced  and  tied  in  each 
sulcus  at  the  two  lateral  angles  of  the  laceration  are  held  taut  by  an 
assistant,  a  third  suture  is  being  introduced  on  the  left  side. 

Figure  6.  Five  sutures  have  been  introduced  and  tied  in  the  right 
sulcus  and  four  in  the  left.  While  the  nurse  is  making  strong  trac¬ 
tion  upward  on  these  sutures  the  final  suture  of  the  left  sulcus  is  be¬ 
ing  passed. 

Figure  7.  All  the  sutures  in  the  two  sulci  have  been  introduced  and 
tied.  While  the  nurse  is  making  strong  traction  upwards,  the  crown 
suture  (shown  in  Figures  5  and  6),  which  brings  together  the  two 
caruncles  and  the  crest  of  the  rectocele,  is  being  tied.  This  com¬ 
pletes  the  intravaginal  part  of  the  operation. 

Figure  8.  The  sutures  which  have  completed  the  intravaginal 
part  of  the  operation  are  being  drawn  strongly  upward  by  the  nurse 
so  as  to  lift  the  perineum  toward  the  pubes  while  the  first  suture  of 
the  external  part  of  the  operation  is  being  passed.  Observe  the  action 
of  the  finger  in  making  counter  pressure  as  the  needle  is  passed 
through.  Notice  also  that  the  needle  is  shown  at  the  bottom  of  the 
wound.  The  general  rule  in  plastic  surgery  to  bury  the  suture  com¬ 
pletely  under  the  wound,  although  favorable  to  union,  is  disregarded 
in  the  passage  of  these  outside  sutures  for  if  so  buried  they  would 
include  and  draw  forward  into  the  restored  perineal  body  the  recto¬ 
cele.  The  rectocele,  however,  is  properly  a  portion  of  the  recto¬ 
vaginal  wall  and  in  order  that  it  may  take  its  normal  place  back  of 
the  restored  perineum,  it  should  not  be  included  in  the  sutures  ;  in  fact, 
during  the  passage  of  the  external  sutures  it  should  be  forced  back 
to  the  depth  of  the  wound  by  means  of  the  finger  introduced  into 
the  wound  sc  as  to  permit  the  denuded  surfaces  to  be  brought  to¬ 
gether  in  front  of  it. 
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Figure  9.  The  sutures  intended  for  closure  of  the  perineum  having 
all  been  tied  are  now  temporarily  held  down  and  away  from  the  vulva 
as  shown  in  this  figure.  This  is  to  facilitate  the  passage  of  a  special 
suture  just  back  of  the  crown  suture.  As  soon  as  this  special  suture 
has  been  passed,  and  before  it  is  tied,  the  bundle  of  sutures  is  returned 
to  its  former  position  as  shown  in  the  next  figure.  The  purpose  of 
the  suture  now  being  passed  will  become  apparent  in  the  next  two 
figures. 

Figure  10.  The  special  suture  introduced  in  the  last  figure  is 
now  being  tied  ;  its  purpose  is  to  secure  in  a  bundle  the  other  sutures 
and  hold  them  down  against  the  posterior  wall  of  the  introitus 
vaginae.  The  next  figure  will  show  all  the  sutures  turned  into  the 
vagina.  The  special  suture  retains  them  there.  The  free  ends  of 
this  retention-suture  are  carried  with  the  others  into  the  vagina. 

Figure  11.  This  sectional  view  of  the  sutures  in  position  and 
tied,  completes  the  illustrations  of  the  secondary  operation  for  in¬ 
complete  laceration  of  the  perineum.  The  entire  bundle  of  sutures  is 
shown  turned  into  the  vagina,  where  they  cannot  irritate  the  wound. 
This  arrangement  permits  adequate  dressings  over  the  external  part 
of  the  wound  and  does  away  with  the  irritating  and  distressing  ends 
of  the  sutures  which  are  commonly  left  in  contact  with  the  external 
surfaces,  and  which  always  contribute  enormously  to  the  discomfort 
and  pain  of  convalescence.  A  section  of  Sims’  speculum  is  here 
shown.  The  instrument  introduced  in  this  way— i.  e.,  hooked  under 
the  pubes,  with  the  patient  in  the  dorsal  position — facilitates  the 
turning  in  of  the  sutures  at  the  close  of  the  operation,  and  may  be 
again  used  to  facilitate  their  removal. 

Figure  12.  In  the  removal  of  a  suture  a  single  free  end  is  caught 
with  the  forceps  and  the  loop  cut  with  the  scissors  at  one  side  of  the 
knot.  The  external  sutures  should  be  removed  at  the  end  of  two 
weeks  and  the  intravaginal  sutures  at  the  end  of  about  three  weeks. 
The  vagina  is  here  exposed  by  Sims’  speculum  hooked  under  the  pubes 
and  the  crown  suture  is  being  removed.  The  remaining  sutures  are 
drawn  out  of  the  vagina  and  removed  one  by  one.  Observe  the  tena¬ 
culum  point  on  the  fine  blade  of  the  scissors  which  holds  up  the 
loop  and  guards  against  the  cutting  off  of  the  knot  which  might  cause 
the  loop  to  retract  out  of  reach.  A  pledget  of  cotton  saturated  with  a 
six  per  cent  solution  of  cocain  retained  in  the  outlet  of  the  vagina 
for  ten  minutes  renders  the  removal  of  the  sutures  painless. 
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Complete  Perineorrhaphy.  Perineorrhaphy  involv¬ 
ing  the  sphincter  ani  muscle  differs  in  some  details  from 
the  operation  just  described;  first,  in  the  preparatory 
treatment;  second,  in  the  denudation;  third,  in  the  pass¬ 
age  of  the  sutures;  fourth,  in  the  after-treatment. 

Preparatory  Treatment.  The  chances  for  union  of  the 
wound  are  increased  by  limiting  the  amount  of  feces 
passed  over  it  during  the  first  days  following  the  opera¬ 
tion;  hence  the  bowels  should  be  as  nearly  empty  and 
aseptic  as  practicable. 

Denudation.  A  common  fault  in  denudation  is  not  to 
include  the  torn  ends  of  the  sphincter  muscle.  Observe 
carefully  that  they  are  situated  well  down  on  a  level  with 
the  posterior  margin  of  the  anus.  Failure  to  carry  the 
denudation  well  below  them  would  clearly  defeat  the  ob¬ 
ject  of  the  suture.  The  remaining  denudation  is  then 
done  as  for  an  incomplete  rupture.  See  Figures  13-16, 
page  164. 

Passing  of  the  Sutures.  The  sutures  should  be  of  silk¬ 
worm  gut.  The  first  two  or  three  should  be  introduced 
to  the  left  of  the  anus,  should  pass  somewhat  deeply  under 
the  left  pit,  as  shown  in  Figure  15,  should  sweep  around 
under  the  border  of  the  torn  septum,  and  pass  under  the 
opposite  pit  and  emerge  to  the  right  of  the  anus.  Figure 
16  shows  the  ends  of  the  sphincter  united  by  the  three 
lower  sutures.  The  problem  is  now  simplified  to  that  of 
an  incomplete  operation,  and  the  remaining  sutures  are 
placed  as  already  described  for  closure  of  an  incomplete 
laceration. 

After-treatment.  A  full  cathartic  of  castor  oil  or  com¬ 
pound  licorice  powder  should  be  given  on  the  third  day, 
and  repeated,  if  necessary,  to  secure  a  free  action.  Exces¬ 
sive  catharsis,  producing  frequently  repeated  liquid  stools, 
might  set  up  irritation  of  the  anus  sufficient  to  prevent 
healing,  and  should  therefore  be  arrested  by  the  use  of 
opium  or  morphin.  After  the  first  movement  of  the  bow¬ 
els  the  stools  should  be  kept  semi-fluid.  This  may  require 
a  cathartic  at  intervals  of  not  more  than  two  days,  dur¬ 
ing  the  first  week.  Whenever  the  bowels  are  about  to 
move,  it  is  well  to  give  a  rectal  enema  of  eight  ounces  of 
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olive  oil.  In  giving  the  enema  the  syringe  tip  should  be 
carefully  passed  along  the  posterior  wall  of  the  anus  away 
from  the  anal  sutures.  Carelessness  at  this  point  may 
break  open  the  newly  united  surfaces  and  destroy  the 
result. 
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Figure  13.  An  unsuccessful  result  after  three  operations  of  com¬ 
plete  perineorrhaphy.  Such  failures  are  commonly  due  to  the  fault  of 
the  operator  is  not  bringing  together  the  torn  ends  of  the  sphincter 
ani  muscle.  Observe  the  radiating  folds  below  the  anus.  After  a 
successful  operation  these  folds  should  radiate  in  all  directions.  After 
an  unsuccessful  operation  they  only  radiate  downward  as  shown  in 
the  Figure.  The  retracted  ends  of  the  torn  muscle  are  shown  by  the 
small  pits  marked  m  m,  Figures  13  to  16.  The  lower  sutures  should 
always  be  pressed  through  the  ends  of  the  muscles  as  shown  in 
Figure  15. 

Figure  14.  Faulty  method  of  passing  the  anal  sutures.  Inter¬ 
rupted  sutures  placed  in  this  manner  and  tied  on  the  anal  side  of  the 
wound  are  open  to  the  following  objections.  1.  They  make  a  long  line 
of  union  which  is  exposed  to  the  hostile  environment  of  the  bowel.  2. 
The  knots  and  free  ends  of  the  suture  in  the  bowel  may  take  up 
septic  secretions  and  carry  them  by  capillary  attraction  to  the  deeper 
parts  of  the  wound,  and  thus  cause  infection  and  failure  of  union. 
3.  A  long  line  of  union  is  difficult  to  protect  against  infection. 

Figure  15.  The  purse-string  method  of  suture.  This  draws  the 
wound  into  a  small  compass ;  it  leaves  no  part  of  a  suture  in  the 
bowel  to  absorb  and  carry  septic  secretions  ;  the  inner  angle  of  the 
anal  portion  of  the  wound  is  drawn  down  to  the  margin  of  the  anus, 
where  it  is  less  liable  to  infection  than  if  the  wound  were  longer  and 
exposed  to  the  interior  of  the  bowel.  Experience  has  shown  that 
this  method  of  suture  is  immeasurably  more  successful  in  securing 
primary  union  than  that  shown  in  Figure  14. 

Figure  16.  Represents  the  repair  of  a  complete  perineal  lacera¬ 
tion  extending  into  the  lateral  sulci  of  the  vagina.  The  three  sutures 
which  reunite  the  ends  of  the  sphincter  ani  muscle  are  tied  and  held 
to  one  side  by  the  forceps.  Vaginal  sulci  closed  with  five  stitches  on 
each  side  which  are  tied  and  held  up  by  the  assistant.  The  needle 
is  being  introduced  for  the  passage  of  the  crown  stitch  which  unites 
the  lowest  caruncles.  There  is  usually  no  rectocele  in  complete  lacera¬ 
tion.  The  remaining  sutures  to  be  passed  will  close  the  external  part 
of  the  wound.  Observe  that  the  folds  about  the  restored  anus  radiate 
in  all  directions  instead  of  downward  as  in  Figure  13. 
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Laceration  of  the  Cervix. 

Indications  for  Repair  of  Cervix.  Contention,  not  that 
evety  tear  of  the  cervix  requires  a  surgical  operation  for 
its  cure,  but  that  due  significance  is  not  attached  to  the 
smaller  lacerations,  which,  in  many  instances,  are  the 
unrecognized  causes,  not  only  of  local  morbid  conditions, 
but  of  general  systemic  ones  as  well,  is  made  by  J.  H. 
Burtenshaw.1 

That  subinvolution  of  the  various  pelvic  structures 
which  have  to  do  with  child-bearing  is  the  most  frequent 
cause  of  invalidism  on  the  part  of  those  who  come  under 
the  gynecologist’s  care,  is  universally  admitted.  Uterin 
subinvolution  is  invariably  due  to  any  cause  which,  subse¬ 
quent  to  labor,  interferes  with  the  firm  contraction  of  the 
organ,  or  which  interferes  with  the  physiologic  modi¬ 
fication  of  its  blood  supply.  Now  it  is  an  incontrovertible 
fact  that,  wherever  or  whenever  inflammation  or  irritation 
occurs  in  the  animal  body,  an  extra  amount  of  blood  is 
drawn  to  the  part  affected.  A  wound  of  the  cervical 
tissue,  unless  almost  immediately  closed  bv  natural  pro¬ 
cesses,  undergoes  granulation,  with  resultant  deposition 
of  more  or  less  scar  tissue,  and  this,  even  in  the  case  of 
very  small  tears,  acts  as  an  irritant,  which  will  cause  con¬ 
gestion  of  the  parts  or  increase  that  already  present. 
Aside  from  the  retention  of  secundines,  therefore,  no  more 
prolific  cause  of  uterine  subinvolution  and  its  morbid 
accompaniments  exists  than  such  lacerations. 

Then  again,  every  gynecologist  is  fully  aware  of  the 
amelioration  or  disappearance  of  reflex  nervous  symptoms 
which  so  frequently  follows  an  operation  on  a  torn  cervix. 
Long  ago  Emmet  pointed  out  that  this  reflex  irritation 
is  probably  due  to  the  pinching  of  nerve  filaments  in  the 
scar  tissue  in  the  angle  of  the  laceration,  and  that  anemic, 
nervous  and  neuralgic  conditions  are  peculiarly  liable  to 
be  directly  associated  with  a  cicatricial  cervix. 

Lately  Burtenshaw  has  operated  upon  seventeen  patients 
suffering  from  such  slight  cervical  lacerations  that  by 


(1)  Philadelphia  Medical  Journal,  May  9,  1903. 
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bivalve-specular  examination  the  tears  were  hardly  dis¬ 
cernible.  In  every  case  but  two,  almost  immediate  relief 
of  symptoms  followed. 

The  detection  of  a  small  cervical  tear  is  not  always 
easy,  especially  when  the  ordinary  method  of  examination 
is  practiced.  In  the  dorsal  position,  and  by  the  use  of 
a  bivalve  speculum,  the  anterior  and  posterior  vaginal 
walls  close  to  the  cervix  are  widely  separated,  often  result¬ 
ing  in  more  or  less  temporary  obliteration  of  the  tear, 
and  it  is  only  when  the  patient  is  placed  in  the  Sims 
position,  and  by  means  of  a  duckbill  speculum,  that  the 
true  contour  of  the  cervix  may  be  made  out. 

Permanent  Effects  cf  Cervical  Repair.  Careful  statis¬ 
tics  upon  different  phases  of  repair  of  lacerations  of  the 
cervix  have  been  worked  up  by  D.  H.  Craig.1  This  writer 
has  tabulated  the  results  in  100  cases  of  trachelorrhaphy 
in  which  he  was  able  to  get  replies  from  the  patients.  He 
found,  in  the  first  place,  that  89  per  cent  of  the  patients 
obtained  complete  cure  or  great  relief  from  their  symp¬ 
toms.  Of  the  child-bearing  women,  49  per  cent  had 
future  pregnancies.  Craig  then  communicated  with  the 
accouchers  in  these  cases.  Out  of  16  answers,  14  replied 
that  dilatation  of  the  cervix  was  very  easy.  The  cervix 
was  relacerated  in  8  cases,  not  lacerated  in  7  cases.  The 
percentage  of  permanently  cured  cases  was  84. 

Next  Craig  tried  to  satisfy  himself  as  to  the  possible 
prophylaxis  of  carcinoma  of  the  cervix  by  tracheloplasty. 
He  found  varying  opinions  in  the  literature,  but  as  to 
facts — he  was  not  able  to  find  in  all  available  records 
an  instance  of  a  previous  tracheloplasty  recorded  in  case 
of  carcinoma  of  the  cervix. 

Craig  then  wrote  to  specialists  about  several  points. 
The  answers  he  received  about  relaceration  with  a  future 
pregnancy  showed  much  variation  of  opinion.  However, 
from  information  gathered  from  all  sources  he  believes 
that  a  properly  repaired  cervix  reverts  to  about  the  con¬ 
dition  of  the  primiparous  cervix  as  regards  laceration. 
Improper  repair  may  not  only  predispose  to  a  relacera¬ 
tion  worse  than  the  original  tear,  but  like  certain  unre- 


(1)  Journal  American  Medical  Association.  October  31,  1903. 
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paired  lacerations,  may  cause  serious  dystocia,  through 
containing  an  excessive  amount  of  cicatricial  tissue. 

What  percentage  of  cancer  cases  has  unrepaired  lacer¬ 
ations?  Answers  of  specialists  put  together  with  his 
own  experience  convince  Craig  that  90  per  cent  of  the 
cases  of  cervical  carcinoma  occur  in  previously  lacerated 
cervices  remaining  unrepaired. 

What  percentage  of  the  total  number  of  cases  of  cervical 
cancer  observed  by  you  should  you  say  had  undergone 
previous  operations  for  such  lacerations  ?  Answers  to  this 
question  proved  the  nearest  to  unanimity.  Fourteen  gyne¬ 
cologists  declared  that  such  operation  had  not  been  per¬ 
formed  in  any  case  observed  by  them.  Craig  believes 
that  his  investigation  of  all  available  cases  and  literature, 
at  least  warrant  the  conclusion  that  the  properly  repaired 
cervix  is  no  more  liable  to  cancer  than  the  nulliparous 
cervix,  and  that  tracheloplasty  is  therefore  prophylactic 
of  cervical  carcinoma. 

Craig  then  worked  on  the  question  of  when  operation 
should  be  undertaken  and  embodies  his  opinion  in  the 
following  general  conclusions : 

1.  Immediate  repair  of  the  cervix  is  indicated  only 
in  exceptional  cases,  aside  from  the  control  of  hemorrhage. 

2.  Mediate  repair  (during  continuance  of  lochia)  is 
contraindicated,  except  it  be  in  some  unusual  case. 

3.  Secondary  repair  is  indicated  as  soon  as  symptoms 
are  definitely  due  to  the  laceration,  such  symptoms  failing 
of  relief  by  palliative  measures  or  recurring  after  appa¬ 
rent  palliative  cure.  Operation  should  be  prompt,  not 
necessarily  early. 

4.  Operations  on  women  past  thirty-five  give  better 
permanent  results  than  in  younger  women. 

5.  Repair  of  the  cervix  is  indicated  as  prophylactic 
of  malignancy  in  a  woman  approaching  the  cancer  age  if 
the  cervix  manifests  locally  evidence  of  cellular  irritation, 
whether  or  not  causing  subjective  symptoms. 

6.  Lacerations  in  which  operation  is  not  indicated 
should  be  kept  under  close  observation  as  the  cancer  age 
approaches. 

7.  Obstetricians  are  obviously  unable  to  avoid  lacera¬ 
tions  of  the  cervix  in  many  cases,  but  if  the  above  deduc- 
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tions  are  correct  a  far  more  strict  asepsis  will,  by 
favoring  spontaneous  primary  union  of  such  lacerations, 
do  much  toward  lessening  the  number  of  secondary  trache- 
loplastic  operations. 

Schroeder’s  Operation  as  illustrated  by  E.  C.  Dudley. 
The  patient  being  under  anesthesia,  the  cervix  uteri  ex¬ 
posed  by  Sims’  or  Simon’s  speculum,  is  drawn  to¬ 
ward  the  vulva  and  divided  bilaterally  with  scis¬ 
sors  to  or  beyond  the  utero- vaginal  junction.  The 
anterior  and  posterior  lips  are  then  widely  separated 
with  tenacula.  The  condition  is  now  like  that  of  extensive 
bilateral  laceration  of  the  cervix.  The  lateral  incision 
should  be  deep  enough,  so  that  when  the  lips  are  forced 
apart  all  the  diseased  intra-cervical  mucosa  may  be  ex¬ 
posed  and  excised,  after  which  the  anterior  and  posterior 
flaps  are  turned  in  each  upon  itself  and  united  with  su¬ 
tures  to  the  intra-cervical  margins  of  the  wound.  Two 
or  three  sutures  are  required  to  secure  each  flap.  The  lat¬ 
eral  incisions,  now  much  shortened  by  the  folding  in  of 
the  flaps,  may  after  suitable  denudation  be  closed  by  suture, 
as  in  Emmet’s  operation  for  laceration  of  the  cervix.  Upon 
completion  of  the  operation  the  flap  sutures  will  be  sit¬ 
uated  deep  in  the  cervical  canal,  where  removal  of  them 
would  be  difficult.  They  should  therefore  be  of  catgut. 
The  lateral  sutures  should  be  of  silkworm-gut  or  chromic 
catgut.  If  silkworm-gut,  they  should  be  removed  in  about 
two  weeks. 
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Figure  1.  Schroeder’s  operation,  first  step.  Lateral  division  of  the 
cervix  uteri  with  straight  scissors.  Posterior  lip  of  cervix  held  with 
flat  vulsellum  forceps.  Dorsal  position.  Simon  speculum. 

Figure  2.  Schroeder’s  operation,  second  step.  Removal  of  diseased 
cervical  mucosa  preparatory  to  folding  each  cervical  flap  upon  itself. 

Figure  3.  Schroeder’s  operation,  third  step.  Cut  margin  of  the 
vaginal  portion  of  the  cervix  uteri  united  with  the  cut  margin  of  the 
intra-cervical  canal  at  the  angle  of  the  wound.  Three  sutures  in 
place  and  tied  on  the  posterior  lip.  Middle  suture  passed  but  not  tied 
on  the  anterior  lip. 

Figure  4.  Schroeder’s  operation,  fourth  step.  Lateral  denudation 
of  the  cervix  uteri  precisely  as  it  would  be  done  in  trachelorrhaphy. 
This  is  preparatory  to  the  introduction  of  the  lateral  sutures. 

Figure  5.  Schroeder’s  operation.  Lateral  sutures  tied  on  left  side 
and  being  introduced  in  right  side. 

Figure  6.  Schroeder’s  operation  completed. 
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Genital  Fistula. 

Operation  for  Vesico- Vaginal  Fistula.  The  operation 

of  closing  a  vesico-vaginal  fistula  by  sewing  it  to  the 
uterin  cervix  is  reported  on  most  favorably  by  H.  Thom¬ 
son.1  This  author  used  the  method  which  is  mentioned 
in  our  Year  Book  for  March,  1902,  with  brilliant  success. 
He  finds  the  anatomic  result  after  healing  so  normal  that 
all  possibility  of  intercourse,  pregnancy  and  delivery  re¬ 
mains.  In  the  operation  precautions  must  be  taken  to 
freshen  and  trim  well  the  fistula  wralls  and  to  release  all 
parts  bound  down  by  scar  tissue  so  that  the  cervix  falls 
in  easy  apposition  with  the  fistula.  It  may  be  even  neces¬ 
sary,  as  in  one  of  Thomson’s  cases,  to  incise  the  posterior 
wall  of  the  vagina  so  that  contracted  connective  tissue 
may  not  tend  to  pull  the  cervix  away.  The  final  results 
are  so  encouraging  that  Thomson  states  this  operation 
to  be  the  operation  of  election  in  any  case  of  large  vesico¬ 
vaginal  fistula. 


(1)  Zentralblatt  fur  Gynakologie,  December  12,  1903. 
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PART  V. 

DISPLACEMENTS. 

Prolapse  of  Uterus. 

Etiology  and  Treatment.  A  study  of  prolapsus  uteri 
with  special  reference  to  operation  for  reproduction  of 
the  sacro-uterin  ligaments  is  the  subject  of  a  convincing 
article  by  E.  S.  Bishop.1  This  author  first  states  that  the 
effect  of  nearly  all  operations  for  prolapse  is  to  produce 
abnormal  relationships;,  but  he  thinks  it  much  more  judi¬ 
cious  to  obtain  as  nearly  as  possible  a  return  to  a  normal 
condition.  We  have  reason  to  hope  that  this  may  be  ac¬ 
complished  in  these  cases  because  the  abnormal  condition 
is  not  the  result  of  the  ravages  of  disease,  leaving  behind 
alteration  in  structure  which  render  return  to  the  status 
quo  ante  impossible,  but  rather  the  result  of  traumatism 
which  merely  leaves  the  parts  affected  in  new  relations  to 
each  other. 

It  must  be  remembered  that  the  uterus  is  a  muscular 
body  with  muscular  offshoots  ending  in  tendons,  the  lat¬ 
ter  blending  with  the  periosteum  of  the  pelvis  at  4  points, 
of  which  the  2  anterior  are  nearly  opposite  to  the  2  pos¬ 
terior.  These  are  the  true  ligaments  of  the  pelvis,  sup¬ 
porting  it  at  a  normal  level  and  preventing  prolapse. 
They  are,  then,  the  round  or  fundo-pubic  ligaments  in 
front  and  the  sacro-uterin  ligaments  behind. 

The  broad  ligaments  are  usually  considered  to  be 
among  the  more  important  structures  that  maintain  the 
uterus  at  its  normal  level,  but  Bishop  thinks  without 
good  reason.  These  ligaments — so  called,  since  they  con¬ 
tain  no  real  ligamentous  tissue — are  composed  entirely 
of  two  folds  or  peritoneum,  inclosing  between  them  some 
loose  connective  tissue,  arteries,  veins,  lymphatics  and  a 
portion  of  the  ureter.  They  have  no  true  resistant  power 


(1)  The  Lancet,  March  14,  1903. 
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against  descent  of  the  organ  which  they  inclose.  Like  all 
other  portions  of  peritoneum  they  are  capable  of  great 
extension  by  slow  but  persistent  forces  acting  upon  them ; 
this  is  evident  in  all  cases  of  procidentia.  The  uterus 
may  be  outside  the  pelvis,  outside  the  vulva,  it  is  still 
embraced  by  the  broad  ligaments,  which  are  not  torn 
through  but  simply  stretched,  and  such  stretching  has 
evidently  not  met  with  any  determined  resistance  from 
them.  They  are  supple,  smooth,  in  no  way  altered  in 
structure,  but  have  simply  yielded  passively  to  the  forces 
brought  to  bear  upon  them.  We  see  exactly  the  same 
thing  in  the  formation  of  the  voluminous  sac  of  a  large 
scrotal  hernia. 

Besides  the  true  ligaments  of  the  uterus,  upon  the  in¬ 
tegrity  of  which  the  maintenance  of  its  normal  position 
depends,  there  is  another  and  broader  attachment  of  the 
uterus — that,  namely,  to  the  bladder,  which  at  first  sight 
would  seem  to  have  much  to  do  with  its  retention  at 
a  proper  level.  But  firm  as  this  connection  is,  its  value 
is  greatly  discounted  by  the  mobility  of  the  bladder  itself, 
an  organ  by  no  means  firmly  attached  to  its  surroundings, 
and  the  posterior  wall  of  it,  to  which  the  uterus  is  con¬ 
nected,  being  a  structure  which  is  continually  varying  in 
its  position  as  the  viscus  of  which  it  is  a  part  is  filled  or 
emptied.  Everyone's  experience  of  prolapse,  and  still 
more  of  procidentia,  is  that  in  such  cases  the  bladder  loses 
its  own  position  and  is  dragged  downwards  by  the  de¬ 
scending  uterus.  Indeed,  the  converse  theorem  might  be 
far  more  safely  held,  that  the  bladder  depends  greatly 
for  the  maintenance  of  its  normal  position  upon  its  at¬ 
tachment  to  the  uterus  and  through  it  upon  these  liga¬ 
ments  than  vice  versa. 

It  is  evident  that  we  cannot  rely  at  all  upon  merelv 
peritoneal  attachments  to.  prevent  or  to  restrain  prolapse, 
so  that  the  value  of  the  broad  ligaments  for  this  purpose 
is  a  negligible  quantity.  There  are  certain  other  things, 
the  importance  of  which  has  been  very  generally  empha¬ 
sized  by  authors,  as  being  more  or  less  subsidiary  factors 
in  this  question.  Such  are  (1)  the  angle  at  which  the 
uterus  lies  with  reference  to  the  vagina;  (2)  the  poten¬ 
tiality  of  the  vaginal  canal,  as  opposed  to  the  idea  of  an 
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actual  space  beneath  the  uterus;  (3)  the  action  of  the 
levator  ani,  pelvic  fascia  and  transversi  perinei  muscles 
in  maintaining  such  potentiality  and  in  converting  an 
actual  canal  into  a  valvular  slit  in  the  tissues;  and  (4)  a 
postulated  balance  between  intra-abdominal  pressure  and 
the  external  atmospheric  pressure. 

At  this  point  Bishop  gives  the  details  of  a  case,  coun¬ 
terparts  of  which  must  be  in  the  memory  of  every  operator, 
he  thinks,  in  which  these  subsidiary  factors  were  all  in 
extreme  pathologic  condition  and  yet  the  uterus  was  held 
in  good  position  because  the  true  ligaments  were  intact. 
Thus  it  seems  clearly  proven  that  the  main  factor  in 
descent  of  the  uterus  is  weakness  of  the  true  ligaments. 

Of  the  two  sets  of  true  ligaments,  the  integrity  of  the 
sacro-uterin  is  by  far  of  the  most  importance.  Their 
relative  shortness,  the  position  of  their  implantation  below 
the  main  bulk  of  the  uterus,  their  coordinate  action  with 
the  vesical  attachment  in  front,  all  render  them  more 
effective  in  maintaining  the  uterus  in  its  normal  position 
than  the  comparatively  longer  round  ligaments  which  act 
upon  the  fundus.  It  is  these  weakened  ligaments  which 
are  supported  or  shored  up  by  pessaries  which  act  on  a 
scientific  basis,  as  the  Hodge  or  Thomas  pessary,  and 
which  are  not  mere  mechanical  plugs,  such  as  rings  and 
inflatable  pessaries.  The  upper  bar  of  the  pessary  to  a 
certain  extent  replaces  the  sacro-uterin  ligaments. 

How  does  it  happen  that  in  operative  interference  these 
posterior  ligaments  have  been  so  neglected?  Because  of 
the  conditions  under  which  operations  for  malpositions 
of  the  uterus  have  been  evolved.  The  sacro-uterin  liga¬ 
ments  are  deep-seated  and  difficult  of  access.  Besides 
they  have  been  described  in  text  books  of  anatomy  as 
mere  folds  of  peritoneum,  and  not  only  is  mere  peri¬ 
toneum  useless,  but  to  the  pre-antiseptic  surgeon  the 
peritoneum  was  forbidden  ground.  The  other  ligaments 
were  always  attacked  first. 

Useful  as  the  operation  of  Alexander  is  for  retrodevia¬ 
tion,  it  and  its  modifications  are  of  little  value,  for  pro¬ 
lapse.  Ventrofixation  has  many  objections.  Bishop  has 
done  it  many  times  and  he  reiterates  the  objections  which 
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many  others  have  urged  against  it.  Vaginofixation  he 
mentions  but  to  condemn. 

There  is,  moreover,  one  comprehensive  objection  to  all 
these  operations.  Consider  the  symptomatology  of  this 
condition.  In  the  very  earliest  period  of  prolapse,  and 
increasing  pari  passu  with  it,  pain  and  a  sense  of  drag¬ 
ging  weight  are  felt  in  the  lumbo-sacral  region.  The 
uterus  as  it  descends  usually  becomes  more  bulky  and 
many  of  the  discomforts  experienced  are  attributed  to 
its  increased  weight.  This  is  doubtless  true,  but  for  the 
full  explanation  we  must  go  still  further  back.  The 
nerves  of  the  uterus  are  derived  from  the  inferior  hypo¬ 
gastric  and  spermatic  plexuses  of  the  sympathetic  system, 
both  of  which  lie  on  the  posterior  concave  wall  of  the 
pelvis  behind  the  peritoneum  and  closely  applied  to  the 
periosteal  surface,  as  well  as  from  the  third  and  fourth 
sacral  nerves  of  the  spinal  system.  So  long  as  the  cervix 
maintains  its  normal  position  with  regard  to  the  posterior 
pelvic  wall  so  long  there  will  be  no  tension  upon  these 
nerve  filaments,  but  immediately  that  position  is  altered 
by  the  rupture  of  the  genito-sacral  ligaments  which  keep 
the  cervix  in  due  apposition,  tension  on  these  nerve  fibres 
will  commence  and  increase  with  every  degree  of  de¬ 
parture  from  its  normal  proximity  to  the  sacrum. 

Again,  the  veins  which  return  the  blood  from  the  uterus 
• — the  uterin  veins — follow  the  course  of  the  uterin  ar¬ 
teries.  Now,  it  is  well  known  that  traction  upon  the 
uterus  in  a  downward  direction  will  so  kink  and  narrow 
these  arteries  that  section  of  the  uterus  may  be  made 
through  its  entire  extent  without  loss  of  any  appreciable 
amount  of  blood  so  long  as  that  traction  is  kept  up, 
though  the  cut  surfaces  will  bleed  freely  if  the  uterus  is 
allowed  to  resume  its  normal  position.  The  less  resistant 
and  much  thinner  vein  will  be  still  more  easily  affected 
by  descent  produced  by  any  cause.  As  the  blood  current 
in  them  is  delayed  hyperemia  of  the  organ  must  neces¬ 
sarily  ensue  and  the  uterus  become  heavier  still.  Such 
increased  weight  leads  to  increased  obstruction  and  a 
vicious  circle  is  formed,  escape  from  which  is  only  pos¬ 
sible  by  the  restoration  of  the  organ  to  its  normal  plane 
and  its  retention  there. 
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The  inefficiency  of  the  various  operations  practiced  for 
prolapse  becomes  apparent  from  the  above.  If  procedures 
are  undertaken  upon  the  perineum  and  the  mucous  mem¬ 
brane  of  the  vagina,  slowly  but  surely  the  weight  of  the 
heavy  uterus,  acting  as  a  wedge,  will  open  again  the 
passage  beneath.  Amputation  of  the  cervix  may  decrease 
the  weight  of  the  uterus,  but  will  not  answer  the  indica¬ 
tion  for  reapproximating  the  lower  part  of  the  uterus  to 
the  sacrum  for  the  purpose  of  relieving  tension  on  the 
nerve  fibres.  This  latter  difficulty  is  met  with  in  any  of 
the  operations  which  deal  solely  with  the  round  ligaments, 
and  with  the  various  ventro-fixation  operations.  The  oper¬ 
ation  of  Edebohls,  in  which  he  obliterates  the  vaginal 
tract  by  purse-string  sutures,  is  surely  the  last  effort  of 
despair.  After  all,  none  of  the  operations  so  far  used  for 
procidentia  do  anything  more  than  substitute  one  abnor¬ 
mal  condition  for  another.  The  change  may  be  an  im¬ 
provement,  but  it  is  no  reproduction  of  the  status  quo  ante. 

How  a  rational  attempt  to  attack  the  problem  of  pro¬ 
lapsus  uteri  by  consideration  of  the  anatomic  conditions 
present  has  been  made  by  Jessett,  and  the  operation  de¬ 
vised  by  him  has  been  slightly  modified  by  Bishop.  The 
principle  is  restoration  of  the  supporting  power  of  the 
sacro-uterin  ligaments.  In  cases  of  prolapse  these  liga¬ 
ments  are  relaxed,  lengthened,  and  in  many  instances  torn 
through.  In  old  cases  of  procidentia  the  remnants  of 
the  vaginal  ligaments  are  so  atrophied  that  they  could 
be  found  only  after  a  long  and  difficult  dissection  and 
even  when  found  they  would  be  useless  for  reparative 
purposes.  Bovee  claims  to  have  found  and  united  the 
torn  ends  of  these  ligaments  both  from  the  vaginal  and 
from  the  peritoneal  aspect.  Bishop  believes  this  to  be 
a  mere  waste  of  time  and  that  it  exposes  the  patient  to 
needless  risks.  He  seeks  to  substitute  for  the  injured 
or  atrophied  sacro-uterin  ligaments  something  which  will 
act  in  the  same  way,  which  is  easily  accessible,  and  which 
is  sufficiently  firm  to  be  trustworthy. 

How  in  the  upper  extremity  of  the  posterior  fornix  a 
sufficiently  firm  resistant  material  is  available  which, 
while  firmly  attached  to  the  cervix,  yet  is  of  sufficient 
length  between  its  most  superior  point  and  that  blended 
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with  the  latter  to  permit  of  normal  freedom  of  move¬ 
ment,  It  is  this  which  is  utilized  as  the  new  sacro-uterin 
ligament.  Its  superior  surface  is  covered  with  peri¬ 
toneum.  If  this  is  denuded  by  the  removal  of  a  short 
narrow  strip,  its  connective-tissue  surface  is  bared  for  at¬ 
tachment  to  the  parietal  peritoneum  behind.  Greig  Smith 
long  ago  showed  that  the  most  permanent  adhesion  pos¬ 
sible  was  one  between  peritoneum  and  bared  connective 
tissue,  but  in  order  still  further  to  insure  stability  the 
suture  which  unites  the  two  is  passed  deeply  into  the 
fibro-muscular  layer  of  the  vaginal  fornix  without,  how¬ 
ever,  penetrating  its  mucous  coat.  This  is  done  on  both 
sides,  one  suture  on  each  side,  and  the  cervix  is  now  slung 
to  the  anterior  wall  of  the  sacrum  by  the  upper  anterior 
wall  of  the  posterior  fornix. 

For  fixation  the  aponeurotic  structures  covering  the  an¬ 
terior  surface  of  the  sacrum  supply  a  perfectly  satisfac¬ 
tory  and  sufficiently  broad  area.  The  ureters  and  rectum 
are  to  be  avoided,  but  are  both  easily  recognizable.  So 
are  also  the  nerves  which  form  elevated  flattened  ridges. 
The  main  vessels,  the  common  and  internal  iliac  arteries 
and  veins  are  too  far  out  for  any  uneasiness  to  be  felt 
on  their  account.  A  point  between  the  rectum  and  the 
ureter  is  well  adapted  for  the  purpose.  The  vertical 
height  of  fixation  on  the  sacrum  varies  with  nearly  every 
case. 

The  technic  of  the  operation  is  briefly  this:  The  pro¬ 
trusion  being  reduced  the  patient  is  placed  in  the  extreme 
Trendelenburg  position  and  the  abdominal  wall  is  opened 
by  a  median  incision.  As  soon  as  the  intestines  have 
sunk  away  from  the  pelvis  towards  the  diaphragm  two 
threads  are  passed  through  the  broad  ligaments,  one  on 
either  side  of  the  uterus  inclosing  tube  and  round  liga¬ 
ment;  the  ends  of  these  threads  are  tied  and  by  them 
as  tractors  the  fundus  of  the  uterus  is  drawn  forward. 
A  special  sound  is  passed  up  the  vagina  by  an  assistant 
and  made  to  press  upward  the  posterior  fornix  so  as  to 
render  it  prominent.  On  either  side  a  stout  silk  thread 
is  passed  vertically  through  the  substance  of  the  fornix, 
avoiding  the  mucous  lining,  so  that  each  protruding  end 
is  half  an  inch  distant  from  the  other  and  the  whole  loop 
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is  from  one-half  to  three-quarters  of  an  inch  from  the 
cervix.  The  fornix  is  now  applied  to  the  sacrum  and  a 
spot  is  chosen  directly  opposite,  free  from  vessels  and 
subjacent  nerves  and  ureter  and  well  outside  the  rectum, 
where  the  needle  carrying  this  suture  is  entered  deeplv 
so  as  to  embrace  the  periosteum  covering  the  bone ;  it  is 
brought  out  again  half  an  inch  directly  above  its  point  of 
entrance.  Before  tying  this  suture  a  narrow  strip  of 
peritoneum  is  removed  from  that  portion  of  the  fornix 
which  lies  in  its  grip,  so  as  to  bare  the  connective  tissue 
beneath.  This  is  repeated  on  the  opposite  side ;  the 
sutures  are  tied  and  their  ends  are  cut  short.  Sometimes 
the  position  of  the  rectum  will  only  permit  of  single  fixa¬ 
tion.  This  should  then  be  more  central  in  its  position  as 
regards  the  uterus  and  somewhat  broader.  The  new  liga¬ 
ment  or  ligaments  are  now  formed  and  the  cervix  hangs 
in  its  normal  position  from  the  sacrum  by  that  portion 
of  the  vagina  which  lies  between  it  and  the  sutures.  The 
traction  threads  through  the  broad  ligaments  are  now 
removed.  As  in  all  cases  of  procidentia  the  round  liga¬ 
ments  have  been  also  greatly  lengthened,  they  are  now 
shortened  by  Olshausen’s  method.  But  it  is  important 
not  to  shorten  them  to  their  fullest  extent,  so  as  to  permit 
of  some  play  still  being  left,  so  that  the  uterus  may  rise 
with  the  filling  of  the  bladder  beneath  as  in  the  normal 
condition.  For  this  part  of  the  work,  Doyen’s  pubic  re¬ 
tractor  is  very  useful,  giving  as  it  does  a  clear  view  of 
these  ligaments  and  of  their  points  of  exit  from  the  pelvic 
cavity.  Bishop  finds  it  to  be  rather  in  the  way  in  the 
earlier  stage,  so  that  he  only  introduces  it  after  the  new 
sacro-uterin  ligaments  have  been  made.  After  shorten¬ 
ing  the  round  ligaments  it  is  removed  and  the  abdomen 
is  closed.  The  position  of  the  uterus  and  vagina  is  now 
as  nearly  as  possible  that  which  obtained  before  prolapse 
began,  while  the  uterus  itself  is  perfectly  free  to  move 
within  normal  limits,  perfectly  free  to  develop  in  its  en¬ 
tirety.  This  maneuvre  does  not,  of  course,  exclude  or 
attempt  to  take  the  place  of  perineorrhaphy  if  this  should 
be  necessary ;  but  any  repairs  of  this  kind  Bishop  prefers 
to  carry  out  at  a  later  time,  about  14  days  afterwards, 
if  all  goes  well. 
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Bishop  has  performed  this  operation  or  set  of  opera¬ 
tions  in  10  cases — having  in  each  case  accomplished  the 
restoration  of  the  uterus  to  its  normal  position  and  free¬ 
dom  of  movement,  with  the  relief  of  all  the  previous 
symptoms  of  prolapse. 

Pessary  for  Prolapse.  A  new  pessary  for  the  treatment 
of  extensive  inoperable,  genital  prolapsus  is  described  by 
Menge.1  For  this  class  of  cases  that  author  states  that 
he  has  found  all  the  usual  pessaries  lacking  in  support¬ 
ing  power.  His  new  device  consists  in  a  large  rubber 
ring  with  a  cross-bar  curved  downwards  to  a  lower  level 
in  the  middle  of  the  circle,  so  that  there  is  room  for  the 
cervix  inside  the  ring.  A  separate  piece  is  a  thick  stem 
with  a  bulbous  bottom.  This  is  readily  fitted  firmly  into 
the  cross-bar  holding  the  entire  pessary  easily  in  position 
and  giving  the  great  advantage  that  the  ring  may  be 
readily  slipped  sideways  like  any  other  pessary  into  the 
introitus  and  after  being  placed  in  position,  the  stem  may 
be  attached. 


Fig.  40.  Menge's  Pessary. 


Menge  has  treated  successfully  a  number  of  patients  with 
this  pessary,  who  have  previously  found  nothing  which 
could  hold  back  the  prolapsed  organs.  He  believes  that 
the  main  point  is  to  get  a  ring  of  large  enough  size.  Only 
one  of  his  cases  has  found  any  discomfort  from  wearing 
the  pessary  and  in  that  case,  only  urination  was  difficult 


(1)  Zentralblatt  fur  Gyniikologie,  April  11,  1903. 
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until  the  stem  had  been  pushed  farther  into  the  vagina  by 

the  finger. 


Retrodeviation  of  Uterus. 


The  Clinical  Importance  of  Retroflexion  of  the  uterus 
is  the  subject  of  an  article  by  G.  Winter.1  This  author 
has  made  a  careful  study  of  the  different  phases  of  this 
question  in  his  clinic  and  finds  himself  in  agreement  with 
the  researches  of  Kronig. 

Without  entering  into  the  details  of  the  figures  we  may 
directly  come  to  Winter's  conclusions  that  (1)  retroflexion 
of  the  uterus  is  found  in  from  one-fourth  to  one-third  of 
all  women,  (2)  that  the  discomforts  which  patients  with 
retroflexion  complain  of  are  always  to  be  explained  by  the 
accompanying  complications,  (3)  that  retroflexion  of  the 
uterus  may  exist  over  a  number  of  years  without  calling 
forth  any  complicating  conditions  of  the  genital  organs 
or  nervous  system.  Taking  a  large  number  of  cases  which 
had  been  examined,  Winter  finds  that  only  about  60  per 
cent  of  women  afflicted  with  retroflexion  complain  of  any 
symptom  attributable  to  that  condition. 

In  estimation  of  what  the  retroflexion  really  means  to 
the  patient,  the  gynecologist  should  inquire  into  the  fol¬ 
lowing  complaints :  painful  feelings  in  the  lower  abdomen, 
the  loins  and  the  back,  pressure  in  the  pelvis  and  pressure 
upon  the  intestines,  discomfort  in  the  bladder,  symptoms 
pertaining  to  the  mucous  membrane  of  the  uterus  such 
as  discharge  and  bleeding  about  dysmenorrhea  and  steril¬ 
ity  and  finally  about  habitual  abortion. 

The  commonest  cause  of  painful  sensations  in  these 
cases  is  inflammatory  diseases  of  the  adnexa,  even  the 
finer  pathologic  conditions  of  the  tubes  and  ovaries  are 
themselves  only  to  be  discovered  by  careful  examination 
after  the  uterus  is  placed  in  its  proper  position.  The 
most  frequent  cause  of  pain  in  the  loins  and  back  in 
these  cases  is  to  be  found  in  the  connection  between  pos¬ 
terior  parametritis  and  retroflexed  uterus.  The  para- 


(1)  Wiener  klinisch-therapeutisehe  Woebenschrift,  January  3, 
1903, 
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metritis  is  also  only  to  be  discovered  by  pushing  up  the 
uterus  into  its  proper  place. 

In  considering  the  bladder  difficulties  one  must  remem¬ 
ber  that  they  only  arise  when  coincident  with  the  retro¬ 
flexion  we  find  a  considerable  dislocation  of  the  base  of 
the  bladder.  This  only  occurs  when  the  cervix  presses 
close  on  the  symphysis.  In  making  a  diagnosis  of  blad¬ 
der  trouble  as  being  directly  caused  by  uterin  retro¬ 
flexion,  one  must  be  sure  to  rule  out  by  cystoscopic  exam¬ 
ination  all  other  conditions. 

Discharge  or  bleeding  from  the  uterin  mucosa,  not 
rarely  found  with  retroflexion  is  usually  the  symptom  of 
a  complicating  catarrh  caused  by  a  chronic  gonorrhea 
or  other  bacterial  infection. 

Winter  has  observed  cases  of  menorrhagia  which  have 
apparently  been  cured  by  reposition  of  the  uterus,  but  he 
thinks  that  the  menorrhagia  was  due  to  complicating 
endometritis  or  to  chronic  atonic  conditions  of  the  uterus, 
which  had  a  common  cause  with  the  retroflexion,  namely, 
the  so-called  relaxation  of  the  pelvic  organs.  With  irreg¬ 
ular  bleedings  of  the  uterus  retroflexion  has  nothing  to  do. 

So  far  as  dysmenorrhea  is  concerned,  Winter  acknowl¬ 
edges  that  it  is  possible  to  be  caused  by  a  sharp-angled 
retroflexion,  but  in  his  opinion,  the  complicating  condi¬ 
tions  which  are  present  are  much  more  likely  to  be  the 
cause.  The  same  is  true  of  sterility. 

Winter’s  investigations  on  abortion  in  retroflexion  he 
admits  have  only  approximate  worth.  However,  it  seems 
clear  that  the  great  probability  is  that  when  abortion  does 
occur  in  a  case  of  retroflexion,  it  is  due  to  one  of  the 
complications  present. 

Now  all  this  leads  inevitably  to  the  conclusion  that  the 
treatment  for  retroflexion  of  the  uterus  in  order  to  be 
successful  must  be  directed  at  the  correction  of  these  com¬ 
plications  as  well  as  simple  reposition  of  the  uterus. 

Retroflexion.  Subjective  Symptoms,  Treatment.  For  a 

number  of  years  Winternitz1  says  that  he  has  busied  him¬ 
self  with  the  question  of  the  relationship  between  mal¬ 
positions  of  the  uterus  and  the  subjective  symptoms  which 


(1)  Therapeutisclie  Monatsehefte,  August,  1903, 
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patients  possessing  sncli  malformations  complain  of,  also 
the  influence  which  these  subjective  symptoms  ought  to 
have  upon  the  selection  of  the  therapeutic  measures  insti¬ 
tuted. 

The  experience  of  Winternitz  leads  him  to  divide  his 
cases  into  two  groups.  The  first  group  consists  of  the 
unmarried  or  married  nulliparae  who  have  movable  retro¬ 
flexion  of  the  uterus  without  other  complications.  These 
patients  have  so  much  in  common  about  their  local  find¬ 
ings  and  subjective  complaints  that  they  are  well  classed 
together.  The  usual  history  is  that  these  patients  have 
been  examined  and  treated  by  a  number  of  physicians 
and  come  to  the  specialist  with  a  diagnosis  already  made. 
They  complain  of  pains  in  the  back  and  loins  which 
radiate  into  the  legs  or  towards  the  upper  part  of  the 
body.  '  Besides  these,  they  relate  many  other  symptoms 
which  one  can  readily  recognize  as  purely  nervous  or  hys¬ 
terical.  On  account  of  the  information  imparted  to  them 
by  physicians,  these  patients  believe  themselves  to  be  suf¬ 
fering  from  pelvic  disorders  and  have  their  attention 
closely  fixed  on  that  part  of  their  anatomy.  On  examina¬ 
tion,  one  finds  a  small  retroflexed  uterus  which  cannot 
he  responsible  for  all  the  symptoms,  since  there  are  no 
complications. 

It  used  to  he  believed  that  the  introduction  of  a  pessary 
or  some  operative  procedure  for  holding  forward  the 
uterus  would  cure  these  women.  But  it  has  been  learned 
that  even  when  a  normal  position  of  the  uterus  is  gained, 
the  patients  in  a  little  while  complain  of  their  old  symp¬ 
toms.  On  the  other  hand,  sometimes  it  is  quite  possible 
to  obtain  disappearance  of  these  symptoms  without  alter¬ 
ing  in  any  way  the  position  of  the  uterus.  In  cases,  then, 
where  cure  is  apparently  obtained  by  restoration  of  the 
normal  position  of  the  uterus,  the  effect  of  the  operation 
is  probably  purely  psychic.  Winternitz  agrees  in  these 
matters  with  Ivroenig,  Wormser  and  others  who  have 
made  a  special  study  of  the  effects  of  operation  for  retro¬ 
flexion. 

The  best  thing  for  such  patients  is  that  after  an  exam¬ 
ination  they  should  not  be  told  about  any  malposition  that 
is  present.  Local  treatment  is  entirely  out  of  place,  its 
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effect  being  even  dangerous  and  injurious  to  the  general 
condition.  It  should  be  the  aim  to  draw  away  the  atten¬ 
tion  from  the  pelvic  organs.  It  may  be  said  definitely 
that  operative  procedures  are  not  indicated  in  these  cases. 
The  treatment  must  be  of  the  general  condition  without 
reference  to  the  malposition  of  the  uterus. 

It  goes  without  saying  that  the  diagnosis  of  these  cases 
must  be  exact,  pelvic  complications  of  the  malposition 
must  be  carefully  and  exactly  ruled  out.  It  is  particu¬ 
larly  necessary  to  do  this,  because  the  patients  so  fre¬ 
quently  come  with  complaints  which  seem  to  be  typical 
of  pathologic  pelvic  conditions. 

In  the  second  group  which  Winternitz  makes,  the 
women  have  borne  children.  In  these  the  uterus  is  retro- 
flexed,  the  pelvic  floor  held  up  well  and  there  are  no  other 
complications  worth  mentioning.  If  we  compare  the  local 
findings  here  with  the  subjective  symptoms,  we  cannot 
avoid  the  impression  that  the  pains  in  the  loins  and  back 
are  due  to  the  malposition,  because  when  the  uterus  is 
brought  into  normal  anteflexion  the  complaints  alwavs 
disappear. 

We  can  notice  this  most  readily  when  the  uterus  is  ab¬ 
normally  large.  It  is  not  to  he  denied  that  even  in  this 
group  of  cases  there  may  be  some  with  hysterical  and 
nervous  symptoms,  but  yet  in  the  great  majority  of  cases 
the  results  of  local  treatment  is  complete  and  permanent 
cure.  Thus,  the  definite  indication  is  in  such  cases  to 
introduce  local  treatment. 

The  etiology  of  the  retroflexion  in  a  third  class  of  cases 
Winternitz  has  had  considerable  opportunity  to  judge  of. 
Most  of  his  cases  in  this  class  suffering  from  retroflexion 
have  borne  several  children  and  as  the  result  of  perineal 
rupture  or  relaxation  of  the  pelvic  floor  are  suffering 
from  descent  of  the  vaginal  walls.  Not  a  few  of  these 
cases  delivered  their  first  child  by  the  aid  of  forceps  and 
therefore  artificial  aid  to  birth  must  be  regarded  as  a  fre¬ 
quent  cause  of  malposition  of  the  uterus  and  vagina.  To 
get  facts  on  this  question  Winternitz  has  made  research 
on  188  women  whose  first  child  was  delivered  by  forceps 
and  finds  that  in  one-half  of  the  cases  there  is  malposition 
of  the  uterus  and  vagina. 
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The  symptoms  in  this  third  class  of  cases  are  the  well 
known  complaints  of  pressure  downwards.  The  patients 
say  they  have  no  more  hold  on  their  pelvic  organs.  There 
is  a  bearing-down  feeling  as  if  everything  was  coming 
out.  If  we  ask  ourselves  carefully  how  far  the  symptoms 
are  dependent  upon  the  malposition  of  the  uterus,  we  shall 
come  to  the  conclusion  that  the  retroflexion  is  of  small 
importance  and  the  principal  thing  is  the  descent  of  the 
vaginal  walls.  To  prove  this  let  one  introduce  into  the 
vagina  a  simple  celluloid  ring  and  in  nearly  every  case, 
without  change  in  the  position  of  the  uterus,  the  promi¬ 
nent  symptoms  will  disappear. 

Winternitz  has  in  these  cases  come  to  place  no  more 
reliance  on  the  Hodge  pessary,  because  he  gets  better  re¬ 
sults  with  the  celluloid  ring  of  Schultze.  The  treatment 
rests  primarily  upon  correction  of  the  vaginal  inversion, 
and  whatever  operative  measures  are  undertaken,  should 
be  aimed  first  at  correction  of  this  lesion. 

The  last  group  that  Winternitz  makes  includes  those 
cases  of  retroflexion  that  are  complicated  by  other  pelvic 
lesions.  If  in  these  cases  also  the  patient  is  to  be  relieved 
of  her  symptoms,  the  first  thought  must  he  taken  not  of 
the  malposition  of  the  uterus  but  of  the  accompanying 
complications.  In  the  greater  number  of  cases  these 
symptoms  can  be  relieved  only  by  operative  interference. 

In  conclusion  Winternitz  would  emphasize  that  the  dis¬ 
comforts  and  complaints  in  cases  of  retroflexion  must  he 
passed  upon  with  great  prudence.  It  is  of  great  import¬ 
ance  for  the  successful  termination  of  treatment  that  one 
should  remember  that  in  a  larger  number  of  patients  with 
a  retroflexed  uterus,  the  subjective  symptoms  they  com¬ 
plain  of  have  no  practical  relation  to  the  malposition  of 
the  uterus. 

Appendicitis  and  Retroversion*  In  cases  where  oper¬ 
ation  for  retroversion  of  the  uterus  is  contemplated  F. 
Neugebauer1  urges  the  necessity  for  finding  out  whether 
the  patient  has  or  has  had  appendicitis  in  any  form.  If 
inquiry  is  settled  in  the  affirmative,  this  author  insists 
on  the  Alexander-Adams  operation  for  the  retroversion 


(1)  Zentralblatt  fur  Gynakologie,  July  4,  1903, 
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followed  by  an  extension  upwards  of  the  incision  on  the 
right  side  through  which  to  attack  the  appendix.  Al¬ 
though  he  has  been  no  particular  friend  of  this  operation, 
still  he  acknowledges  its  great  value  in  these  cases,  since 
by  no  other  incision  can  both  pathologic  conditions  be 
so  Tvell  rectified.  He  reports  cases  to  show  how  readily 
the  incision  on  the  right  side  is  extended  and  with  what 
good  results  both  measures  are  undertaken. 

Treatment.  In  a  concise  paper  on  the  subject  J.  M. 
Baldy1  states  that  retrodisplacement  of  the  uterus  taken 
by  itself  is  very  rarely  productive  of  any  symptoms.  It 
is  the  complications  which,  require  treatment.  Retro- 
displacements  of  the  uterus  are  mostly  coincident  with 
other  lesions,  and  when  such  is  the  case,  the  symptoms 
almost  universally  come  from  the  associated  disease. 

Baldy  thoroughly  believes  in  the  intra-abdominal  oper¬ 
ations  on  the  round  ligaments  as  the  best  method  for  get¬ 
ting  the  best  results  in  these  cases  where  the  retrodisplace¬ 
ment  should  be  corrected. 

Of  pessaries  Baldy  says:  “Their  utility  is  so  limited, 
and  even  in  cases  in  which  they  do  apparent  good,  it  is 
so  questionable  that  their  employment  is  almost  time 
wasted.  This  I  will  sav,  that  in  the  vast  majority  of  cases 
in  which  they  will  relieve  unpleasant  symptoms,  a  tampon 
will  do  quite  as  well  and  is  much  safer.  The  two  classes 
of  cases  in  which  relief  is  experienced  by  their  use  are 
chronic  pelvic  inflammatory  troubles  (in  which  they  are 
a  positive  element  of  danger),  and  cases  of  retrodisplace¬ 
ment  with  prolapse  and  disease  of  the  ovaries.  A  few  of 
these  cases  are  relieved  through  the  use  of  a  pessary  bv 
lifting  up  the  vaginal  vault  and  relieving  the  general 
weight  and  drag.  In  the  great  majority  of  cases  in  even 
this  class  the  presence  of  the  instrument  will  not  be  toler¬ 
ated,  so  painful  is  it.  In  my  experience,  the  vast  majority 
of  women  who  come  to  me  for  consultation,  in  whose 
vagina  I  find  a  pessary,  have  perfectly  normal  pelvic 
organs  in  such  condition  and  position  as  to  make  it  per¬ 
fectly  plain  that  they  never  had  been  misplaced.  These 
women  are  usually  suffering  from  gastrointestinal  dis- 


(1)  American  Medicine,  December  26.  1903. 
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turbances  or  neurasthenia,  or  from  both.  This  state  of 
affairs  is  the  result  of  the  teaching  of  the  past  ;  is  it  not 
time  that  those  of  you  who  know  better  should  take  an 
emphatic  and  unequivocal  stand  in  the  matter?  Balance 
all  possible  good  from  the  use  of  pessaries  with  the  harm 
done  bv  them,  and  there  can  be  no  question  but  that  it 
would  be  better  for  women  if  the  profession  could  forget 
there  was  such  a  thing  as  a  pessary/’ 

Pessaries  for  Retroversion.  In  very  carefully  selected 
cases  J.  H.  Carstens1  advocates  the  use  of  the  Chapman 
stem  pessary  for  the  treatment  of :  1,  infantile  and 

poorly  developed  uteri;  2,  amenorrhea;  3,  scanty  and 
irregular  menstruation,  as  found  in  fleshy  women;  4,  sim¬ 
ple  cases  of  retroversion  in  young  girls;  5,  cases  of 
stenosis  or  tortuous  uterine  canal.  Carstens  states  that 
the  pessary  must  be  worn  at  least  6  months,  a  year  or 
even  two  years  is  better.  He  finds  that  after  the  use  of 
the  stem  for  a  time,  the  uterus  enlarges,  develops  firmly 
and  menstruation  becomes  established.  His  theory  of  the 
action  of  the  stem  pessary  is  based  on  the  physiologic 
development  of  the  muscular  tissue  by  exercise ;  the 
uterus  is  exercised  by  putting  a  foreign  substance  into  it. 
He  has  tried  massage  and  electricity  without  much  bene¬ 
fit.  These  measures  have  never  given  anything  like  the 
reaction  obtained  from  the  pessary. 

The  first  point  to  decide  in  the  case  is  whether  or  not 
there  is  any  chronic  or  acute  inflammation  in  the  pelvis. 
If  there  is,  it  must  be  regarded  as  an  absolute  contra¬ 
indication  to  the  introduction  of  the  pessary. 

The  introduction  of  the  instrument  is  painful  and  an 
anesthetic  must  be  used  in  nearly  every  case.  Carstens 
takes  his  patient  to  the  hospital  and  prepares  her  as  for 
other  operations.  The  introduction  of  the  instrument 
takes  only  a  few  minutes. 

The  Chapman  pessary  is  of  hard  rubber  and  contains 
two  blades  which  spread  apart  and  hold  it  in  place.  It 
must  be  introduced  by  a  special  instrument  and  when  the 
latter  is  withdrawn,  the  two  blades  separate  and  the  stem 
will  not  fall  out. 


(1)  American  Journal  of  Obstetrics,  November.  190,y 
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Carstens  introduces  a  Thomas-Hodge  retroversion  pes¬ 
sary  as  special  safeguard  in  cases  of  retroversion.  The 
patient  is  kept  in  bed  for  a  day  or  two,  during  these  days 
the  contraction  of  the  uterin  muscles  may  cause  pain  like 
labor,  but  after  that  the  pain  ceases  and  the  patient  does 
not  know  that  she  wears  a  pessary.  In  three  or  four  days 
she  may  leave  the  hospital  and  attend  to  her  regular 
vocation.  Carstens  allows  his  patients  to  do  anything 
and  everything,  in  fact  they  are  unconscious  of  the  pes- 
‘  sary.  The  patients  report  every  month  or  two.  If  at 
any  time  irritation  is  produced,  the  pessary  can  be  re¬ 
moved. 

Use  of  the  Pessary.  In  a  practical  paper  on  the  pessary 
A.  E.  Gallant1  after  discussing  the  cases  in  which  a 
pessary  is  indicated  gives  the  following  useful  points  for 
practice : 

Having  by  preliminary  local  treatment  eliminated  all 
pelvic  tenderness  and  secured  the  necessary  mobility,  the 
successful  use  of  a  pessary  will  then  depend  upon  the 
good  judgment  displayed  in  selecting  one  of  appropriate 
style  and  size,  modified  to  the  proper  shape,  introduced 
in  the  least  disagreeable  way,  removed  and  cleaned  at 
regular  intervals  and  worn  continuously  so  long  as  the 
patient  and  her  husband  are  unconscious  of  its  presence. 

Styles. — For  virgins,  after  manual  dilatation  under 
anesthesia,  in  nulliparous  married  women,  the  Hodge 
or  Albert-Smith  pessary  will  answer  all  purposes.  Women 
who  have  borne  children  and  who  have  relaxed  pelvic 
floors  and  lacerated  perinei,  first  or  second  degree,  with 
more  or  less  rectocele  and  vesicocele,  require  a  pessary 
which  has  been  widened  and  shortened  and  having  a  less 
acute  angle.  Some  with  extreme  relaxation  or  gaping  of 
the  vulva  must  be  supplied  with  a  round,  solid  rubber 
ring,  or  a  hard  or  soft  hollow  rubber  pessary.  The  latter 
variety  is  objectionable  on  account  of  the  disagreeable  odor 
generated,  liability  to  irritate  the  vagina,  and  that,  after 
being  worn  for  a  month,  they  are  unfit  for  further  use. 

Size. — To  determine  the  size  and  shape  of  a  pessary, 
introduce  two  fingers  within  the  canal  (patient  on  her 


(1)  Philadelphia  Medical  Journal,  May  2,  1903, 
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back)  and  note  (1)  the  width  of  the  posterior  portion  of 
the  pubic  arch;  (2)  separate  the  fingers,  determine  the 
width  of  the  midvaginal  canal;  (3)  the  length  from  the 
pubic  arch  to  the  apex  of  the  posterior  fornix  when  the 
cervix  is  pushed  backward  and  the  fundus  forward;  and 
(4)  make  a  mental  note  of  the  curve  while  the  uterus  is 
held  in  this  position. 

Shape — A  solid  rubber  pessary,  after  being  heated  in 
boiling  water,  can  be  moulded  to  almost  any  shape,  but 
if  allowed  to  remain  in  the  boiler  it  will  revert  to  its 
original  round  ring  shape.  While  hot,  shorten,  widen, 
straighten  and  immediately  dip  in  cold  water  to  fix  it. 

Introduction. — Gallant  believes  that  the  broad  end  of 
the  pessary  always  belongs  close  against  the  symphysis 
and  the  narrow  end  snugly  supports  the  cervix.  It  is 
best  put  in  place  with  the  patient  on  her  back. 

Precautions. — When  the  pessary  is  in  position  (a)  the 
vaginal  wall  should  never  be  tense;  (b)  the  lower  bar 
must  lie  just  behind  the  symphysis,  invisible  at  the  vulva ; 
(c)  it  should  be  movable  somewhat  up  and  down  and 
free  from  discomfort  during  coitus;  (d)  the  wearer 
should  not  at  any  time  feel  conscious  of  its  presence ; 
(e)  it  must  be  removed  at  the  end  of  the  first  week  and 
the  vagina  examined  for  pressure  points  or  any  signs  of 
irritation,  it  should  then  be  replaced  and  again  removed 
at  least  once  every  four  weeks,  cleaned,  polished  with  a 
dry  towel,  and  reinserted;  (f)  the  wearer  must  use  daily 
a  warm  douche,  to  which  may  be  added  a  tablespoonful 
of  common  salt,  or  two  teaspoonfuls  of  sodium  bicar¬ 
bonate. 

It  is  always  wise  to  inform  your  patient  that  a  pessary 
will  but  rarely  cure  uterin  displacement,  but  will  afford 
symptomatic  relief  as  long  as  it  is  worn  and  properly 
cared  for. 

Contra-indications. — Pessaries  ought  never  to  be  used 
when  there  is  present  a  purulent  vaginitis,  fixation  of 
the  uterus,  ovaries  or  tubes,  pus  tubes  or  pelvic  enlarge¬ 
ments. 

Choice  of  Operation.  The  clinical  experience  of  eleven 
years  in  observing  cases  of  retrodisplacement  of  the 
uterus  with,  without,  before  and  after  operations  of  vari- 
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ous  sorts  is  gathered  up  by  J.  van  D.  Young1  in  a  careful 
article  on  the  choice  of  method  for  the  relief  of  retro- 
displacement.  From  putting  practice,  theory  and  study 
of  the  literature  together  he  draws  the  following  conclu¬ 
sions  : 

1.  Retroversion  and  retroflexion  are  never  simply  mal¬ 
positions  of  the  fundus,  but  complex  changes  in  the  re¬ 
lation  of  the  whole  uterus  to  the  other  structures  in  the 
pelvis  and  to  the  pelvic  wall. 

2.  The  uterosacral  ligaments  are  the  only  suspensory 
ligaments  of  the  uterus  when  the  patient  stands,  and  are 
the  only  ligaments  not  affected  by  gestation  or  parturition. 

3.  The  uterosacral  ligaments  suspend  the  uterus  by 
their  attachment  to  the  lower  segment  and  act  as  a  swing 
in  supporting  the  rectum.  Factors  causing  the  yielding 
of  these  ligaments  are :  Injuries  to  pelvic  diaphragm ; 
increased  intraabdominal  pressure;  constipation;  strain¬ 
ing  at  stool;  injuries  to  the  rectovaginal  septum,  causing 
retraction  of  anus,  with  rectocele. 

4.  Any  method  for  the  relief  of  these  conditions  must 
consider  and  relieve  all  the  complicating  lesions,  not  the 
least  of  these  the  pathologic  condition  of  the  endome¬ 
trium. 

5.  All  methods  for  holding  the  fundus  forward  must 
rely  upon  the  integrity  of  the  uterosacral  ligaments,  to¬ 
gether  with  the  fibrous  connective  tissue  of  the  broad 
ligaments  to  suspend  the  uterus. 

6.  Non-operative  measures  are  applicable  to  acute 
traumatic  and  replaceable  non-complicated  cases  and  de¬ 
pend  for  their  value  upon  relief  of  pelvic  engorgement, 
the  restoration  of  normal  circulation  and  the  return  of 
normal  elasticity  and  tone  to  the  ligaments  and  muscular 
structures. 

7.  The  Alexander  operation  has  a  limited  field  of  use¬ 
fulness,  and  is  of  value  only  when  there  is  retroflexion 
and  the  other  ligaments  are  strong  enough  to  support  the 
uterus,  with  proper  relief  of  other  complications.  It 
must  never  be  forgotten  that  traction  on  the  round  liga¬ 
ments  tends  to  lower  the  plane  of  the  uterus. 


(1)  Medical  Record,  October  24,  1903. 
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8.  Ventral  suspension,  when  performed  in  combina¬ 
tion  with  other  procedures,  does  relieve  the  malposition, 
and  prevents  a  recurrence  of  the  same.  Its  dangers,  when 
properly  performed,  are  small  if  any  in  subsequent  preg¬ 
nancies.  The  advantages  of  the  operation  are  the  ease 
and  rapidity  of  its  performance. 

9.  Ventral  fixation  is  applicable  only  when  the  patient 
has  passed  the  child-bearing  period. 

10.  The  ideal  procedure  is  as  follows:  Curettage; 
repair  of  injuries  to  the  cervix,  retrovaginal  septum  and 
anterior  wall  of  the  vagina.  Laparotomy.  Sacrosuspen- 
sion.  Bissell  operation.  The  disadvantages  are  the  length 
of  time  necessary  for  the  operation  and  its  difficulty  of 
performance  in  fat  subjects. 

11.  In  place  of  the  Bissell  operation,  a  ventral  sus¬ 
pension  may  be  substituted.  This  is  wise  when  many 
adhesions  have  been  broken  up  and  the  posterior  surface 
of  the  uterus  is  denuded  of  peritoneal  covering,  or  the 
patient’s  condition  demands  haste. 

12.  In  nulliparae  a  pessary  should  be  worn  for  six 
months  to  prevent  traction  on  the  uterosacral  ligaments 
until  they  have  regained  their  tone.  The  action  of  the 
pessary  is  due  to  the  fact  that  resting  on  the  posterior 
surface  of  the  symphysis  the  lower  segment  of  the  uterus 
is  held  upward,  and  the  strain  taken  off  the  uterosacral 
ligaments.  The  rectocele,  when  no  lacerations  exist,  is  in 
this  manner  lessened. 

13.  The  uterus  should  be  curetted  as  the  first  step  in 
any  of  these  operations. 

14.  The  adhesions  so  frequently  found  in  these  eases 
are  of  the  greatest  value  to  the  patient  in  that  they  fulfil 
a  munificent  purpose  of  nature  in  preventing  the  con¬ 
dition  of  complete  prolapse  during  the  existence  of  the 
malposition. 

The  Bissell  operation  which  Young  advocates  consists 
in  shortening  the  round  and  broad  ligaments  by  resecting 
one  inch  or  more  of  the  round  ligament;  by  traction  on 
the  center  of  either  lip  of  the  resulting  wound  the  cut 
is  transformed  from  a  longitudinal  one  to  a  transverse, 
thereby  shortening  and  thickening  the  broad  ligaments. 
Interrupted  catgut  sutures  are  used  in  closing  the  wound. 
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Particular  care  is  used  in  approximating  the  cut  ends 
of  the  round  ligaments.  This  procedure  is  repeated  on 
the  opposite  side.  The  operation  is  difficult  in  stout  peo¬ 
ple  and  requires  some  time  to  perform. 

A  New  Operation  for  Retroversion  is  proposed  by  H. 
A.  Slocum.1  His  method  consists  in  shortening  the  broad 
ligaments  by  making  incisions  through  the  broad  ligament 
of  various  sizes  and  shapes  to  meet  the  particular  demands 
and  then  drawing  the  edges  of  the  flaps  thus  produced 
past  each  other  and  suturing  them  there.  If  the  tubes 
are  removed,  the  incision  may  be  V-shaped,  extending 
downwards  from  the  upper  edge.  When  the  broad  liga¬ 
ments  are  intact,  a  straight  button-hole  incision  above  or 
below  the  round  ligament  may  be  made.  Then  the  row 
of  sutures  on  the  flaps  which  are  drawn  well  past  each 
other  make  a  rectangle.  Many  modifications  of  the  prin¬ 
ciple  may  be  made  to  suit  any  individual  case.  Should 
the  mechanical  requirements  call  for  a  line  of  incision 
across  the  round  ligament,  Slocum  states  that  he  would 
not  hesitate  to  cut  across  them  or  even  split  them  and 
make  their  respective  sections  the  fronts  of  advancing 
flaps.  The  method  is  best  understood  from  studying  the 
series  of  illustrations  which  the  author  presents  with  his 
article.  Not  only  is  it  possible  to  correct  a  backward  dis¬ 
placement  by  this  method,  but  also  prolapsus  may  be  recti¬ 
fied  by  drawing  the  uterus  up  to  its  proper  height  and 
carefully  adjusting  the  site,  size  and  shape  of  the  in¬ 
cisions. 


(1)  American  Gynecology,  July,  1903. 
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Suspensio  Uteri,  The  accompanying  illustration  of 
suspensio  uteri  from  a  drawing  by  E,  C.  Dudley  shows 
how  the  sutures  should  be  passed  in  order  to  fasten  the 
posterior  part  of  the  corpus  uteri  to  the  anterior  parietal 


Fig.  41.  Showing  how  the  sutures  should  be  placed  in  suspensio  uteri. 

peritoneum.  This  is  a  description  of  the  method  of  How¬ 
ard  Kelly  slightly  modified.  The  sutures,  which  should 
be  of  strongly  chromicized  catgut,  are  here  introduced 
ready  to  be  tied  just  previous  to  closure  of  the  abdominal 
wound. 
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Vaginal  Operation  for  Retroflexion.  From  practical 
research  starting  with  the  observation  that  a  movable 
retroflexion  for  the  uterus  may  be  corrected  by  the  small¬ 
est  pessary  which  works  as  a  lever  upon  the  uterus,  A. 
Schiicking1  has  devised  a  simple  surgical  procedure  for 
the  correction  of  retroflexion. 

The  explanation  of  the  success  of  a  small  pessary, 
Schiicking  maintains,  is  due  to  the  change  in  position  of 
certain  points  of  the  vaginal  wall  in  relation  to  the 
uterus.  Particularly,  a  given  point  in  the  vaginal  wall 
which  with  the  uterus  in  anteflexion  lies  in  connection 
with  the  anterior  wall  of  the  cervix,  when  the  organ  is 
retroflexed,  lies  in  the  anterior  wall  of  the  vagina]  vault. 
Just  so  another  point  which  when  the  uterus  is  in  retro¬ 
flexion  lies  in  contact  with  the  posterior  wall  of  the  cer¬ 
vix,  when  the  uterus  is  anteflexed  lies  in  the  posterior 
vaginal  vault.  It  therefore  follows,  says  Schiicking,  that 
in  order  for  the  uterus  to  gain  the  position  of  retroflexion, 
it  is  necessary  that  the  posterior  vaginal  vault  in  sliding 
downwards  folds  together.  The  opposition  that  even  a 
small  pessary  makes  to  the  sliding  downwards  of  the 
uterus  suffices  by  preventing  the  folding  together  of  the 
mucous  membrane  of  the  vaginal  vault  to  prevent  the  ab¬ 
normal  position.  Acting  upon  this  theory,  Schiicking 
places  buried  circular  sutures  in  the  vaginal  wall  at  the 
right  and  the  left  of  the  cervix  and  in  the  posterior  vaginal 
wall.  The  first  suture  begins  pretty  close  to  the  external 
os  and  the  needle  describes  a  circle  under  the  mucous 
membrane  and  comes  out  near  the  point  of  entrance.  If 
room  is  lacking  the  needle  can  describe  two  semi-circles. 
In  roomy  vaginas  Schiicking  uses  a  number  of  circular 
sutures,  sometimes  as  many  as  six.  The  practical  results 
are  that  two  folds  arise  which  surround  the  cervix  as  two 
reins  and  in  the  posterior  vaginal  vault  results  a  scar 
which  insures  a  certain  resistance  in  the  mucous  mem¬ 
brane.  In  cases  of  movable  retroflexion,  the  mucous 
membrane  is  thus  advanced  or  shoved  forward  and  the 
uterus  is  held  in  anteflexion.  Schiicking  uses  for  this 
work  silver  wire  which  he  leaves  in  place  from  4  to  (1 


(1)  Zentralblatt  fiir  Gynakologie,  June  6,  1903. 
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weeks.  The  uterus  in  many  cases  should  be  held  by  other 
means  in  correct  position  during  the  first  week,  until  the 
new  scar  tissue  has  formed  and  makes  further  correction 
unnecessary.  For  safety’s  sake,  Schiicking  leaves  in  place 
for  several  weeks  after  his  procedure,  a  retroflexion  pes¬ 
sary.  This  manipulation,  Schiicking  states,  is  very  sim¬ 
ple  and  hardly  justifies  the  name  of  operation.  In  women 
with  roomy  vaginae,  it  can  often  be  done  without  narcosis. 

The  Gilliam  Operation  for  ventro-suspension  of  the 
uterus  by  means  of  the  round  ligaments  which  we  de¬ 
scribed  and  illustrated  in  our  March  volume,  1902,  has 
been  extremely  favorably  reported  upon,  by  E.  J.  Ill.1  It 
will  be  remembered  that  this  is  an  intra-abdominal  oper¬ 
ation  in  which  the  looped  round  ligament  is  brought  un 
through  the  rectus  muscle  on  either  side  and  is  fastened 
there.  Ill  states  that  in  the  last  three  years  since  this 
operation  was  introduced  by  Gilliam,  he  has  performed  it 
in  86  out  of  126  operations  for  the  correction  of  retro- 
displacements  of  the  uterus.  There  were  no  deaths.  At 
first  the  operation  was  done  only  in  those  cases  in  which 
the  abdomen  was  opened  primarily  for  other  troubles. 
Later,  30  of  the  cases  were  operated  upon  by  this  method 
for  the  simple  indication.  These  cases  do  not  represent 
the  entire  experience  of  the  writer,  since  probably  an 
equal  number  of  operations  have  been  performed  by  his 
assistants.  Reports  have  been  received  from  61  cases,  51 
reported  themselves  entirely  well,  6  as  markedly  improved 
and  4  as  no  better.  These  4  cases  are  failures,  not  because 
the  anatomic  result  was  bad,  but  because  the  patients 
were  not  relieved  of  their  symptoms,  5  of  the  cases  are 
now  pregnant  and  2  have  given  birth  normally. 

Ill  has  always  been  averse  to  piercing  the  whole  abdom¬ 
inal  wall  after  the  method  of  Gilliam,  fearing  that  a 
hernia  might  result  from  weakness,  he  therefore  modifies 
the  operation  by  separating  the  rectus  abdominis  from  its 
anterior  sheath  and  then  repiercing  the  rectus  muscle, 
the  inner  sheath  of  the  rectus  and  the  peritoneum.  The 
ligament  is  thereafter  drawn  out  according  to  Gilliam’s 
method,  but  fastened  to  the  posterior  surface  of  the  an- 


(1)  American  Journal  of  Obstetrics,  November,  1903. 


19f> 


DISPLACEMENTS. 


terior  sheath  of  the  rectus  with  chromicized  catgut,  thus 
leaving  the  strong  fascia  intact. 

Ill  states  that  he  has  had  fewer  patients  with  relapses 
than  after  any  other  operation  for  retroclisplacement ;  but 
of  course  no  one  procedure  will  give  absolute  results. 

Gilliam  in  discussion  stated  that  he  wras  receiving  re¬ 
ports  from  medical  men  all  over  the  country  with  refer¬ 
ence  to  pregnancy  following  operation  and,  with  one  or 
two  exceptions,  the  women  had  passed  through  pregnancy 
without  any  more  trouble  than  they  would  have  ex¬ 
perienced  under  ordinary  circumstances.  He  has  exam¬ 
ined  quite  a  large  number  of  cases  after  pregnancy  and 
has  found  that  the  uterus  remains  in  place. 

Vaginal  Section  for  Displacements.  The  scope  of 
vaginal  section  in  correcting  uterin  displacements  ac¬ 
cording  to  E.  H.  Grandin1  is  as  follows :  In  view  of  the 
fact  that  the  symptomatology  of  uncomplicated  uterin 
displacement  is  dependent  on  the  amount  of  downward 
sagging  of  the  organ  and  not  on  the  mere  version,  Gran¬ 
din  does  not  think  these  cases  fall  within  the  scope  of 
vaginal  incision.  The  uterus  must  be  drawn  up  and  held 
up  and  not  merely  fastened  anteriorly  to  the  vagina. 
Similarly,  while  elaborate  vaginal  incision  and  vaginal 
dissection  may  enable  us  to  shorten  the  round  ligaments 
by  infolding  or  twisting,  the  injury  to  the  pelvic  dia¬ 
phragm,  which  is  necessitated,  makes  him  reluctant  to 
sanction  the  method.  Furthermore,  of  necessity,  the  an¬ 
terior  vaginal  wrall  is  foreshortened,  the  uterine  segment 
becomes  adherent  and  in  the  event  of  pregnancy  dystocia 
may  ensue. 

Where  the  uterin  displacement  is  complicated  by  ad¬ 
hesions  and  therefore,  as  a  rule,  by  diseased  adnexa,  the 
vaginal  incision  is  useless  from  a  surgical  curative  stand¬ 
point,  although,  where  the  operator  is  specifically  expert 
in  vaginal  work  he  might  succeed  and  not  fear  injury  to 
intestines,  rupture  of  pus  sac,  or  do  other  imperfect,  in¬ 
complete  operation.  Adhesions  may  be  broken  up  through 
the  vaginal  incision  and  gauze  can  be  packed,  but  new 
adhesions  form  even  while  the  old  adhesions  high  up  re¬ 
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main.  And  so  the  last  condition  of  the  woman  is  worse 
than  the  first ! 

Shortening  Round  Ligament.  A  variation  on  the 
method  of  shortening  the  round  ligament  by  folding  it 
anteriorly  during  an  intra-abdominal  operation  is  pre¬ 
sented  by  H.  T.  Byford.1  After  the  fold  is  made  and  well 
sutured — adhesions  being  made  firmer  by  destroying  the 
endothelium  over  the  contiguous  surfaces  by  a  chemical 
irritant,  such  as  bichlorid  of  mercury  1 :  5,000 — the  end 
of  the  fold  is  touched  with  a  chemical  irritant  and  is 
stitched  forward  beside  the  bladder  about  opposite  and 
a  little  above  the  level  of  the  external  inguinal  ring. 
This,  of  course,  will  be  only  a  peritoneal  attachment  and 
should  be  rather  high,  because  the  peritoneum  is  held 
in  place  here  rather  loosely. 

Thus  we  practically  have  two  round  ligaments  on  either 
side,  one  going  from  the  uterus  partly  through  the  first 
catgut  ligature  to  the  attachment  behind  the  external 
inguinal  ring,  and  the  other  from  the  uterus  to  the  liga¬ 
ture  and  from  there  to  the  internal  inguinal  ring,  etc. 

The  uterin  half  or  (|uarter  inch,  or  inch,  according  to 
the  place  where  we  transfix  the  ligament,  is  common  to 
both  of  the  newly  formed  round  ligaments. 

When  there  is  a  tendency  to  uterin  prolapse,  Byford 
sutures  the  whole  side  of  the  fold  of  the  ligament  to  the 
peritoneum  beside  the  bladder,  or  even  sutures  the  por¬ 
tions  of  the  round  ligaments  external  to  the  folds  to  the 
parietal  peritoneum  in  front. 


(1)  Journal  of  the  American  Medical  Association,  May  2,  1903. 
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DISORDERS  OF  MENSTRUATION  —  STERILITY. 

Menstruation. 

Tubal  Menstruation.  A  case  of  post-operative  sinus 
following  abdominal  operation,  the  case  being  of  special 
interest  for  the  question  of  tubal  menstruation,  is  re¬ 
ported  by  P.  B.  Bland.1  Coming  under  observation  ten 
months  subsequent  to  an  abdominal  operation  during 
which  a  large  quantity  of  pus  was  evacuated  from  an 
intrapelvic  ligament,  the  patient  exhibited  a  small  dis¬ 
charging  sinus  in  the  lower  half  of  the  old  abdominal 
cicatrix.  At  times  the  material  discharged  from  this 
sinus  was  comparatively  nil,  but  during  or  even  preceding 
the  establishment  of  the  menstrual  flow  the  discharge 
became  increased  and  bloody. 

Under  an  anesthetic  an  exploring  instrument  was 
passed  into  the  sinus  and  went  full  length  without  meet¬ 
ing  resistance.  The  abdomen  then  being  incised,  on  en¬ 
tering  the  belly  cavity  the  fimbriated  end  of  the  right 
Fallopian  tube  was  found  adherent  to  the  old  abdominal 
scar.  Evidently  the  probe  had  passed  through  the  lumen 
of  the  tube  quite  into  the  uterus.  The  tube  and  ovary  on 
this  side  were  removed  and  showed  no  pathologic  con¬ 
dition  other  than  a  low  inflammatory  process.  The  signs 
evidenced  by  this  patient  would  seem  to  establish  the  fact 
that  the  tubal  mucosa  is  an  active  factor  in  the  menstrual 
process,  and  to  confirm  the  observations  of  some  of  our 
most  eminent  investigators,  that  during  menstruation  the 
mucous  membrane  of  the  tubes  undergoes  certain  histo¬ 
logic  changes  similar  to  those  of  the  endometrium,  though 
to  a  somewhat  less  degree. 

A  case  somewhat  similar  to  this  was  reported  by  Lands- 
berg,  but  had  the  additional  interesting  feature  that  the 
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DYSMENORRHEA. 


199 


patient  became  pregnant,  and  during  this  period  and  the 
period  of  parturition  the  abnormal  canal  remained  abso¬ 
lutely  quiescent,  but  with  the  re-establishment  of  the 
menses  it  again  resumed  its  former  activity. 

The  deductions  drawn  by  Bland  from  this  case  are: 
(1)  That  the  tubal  mucous  membrane  seems  to  be  an 
active  participant  in  the  physiologic  process  of  menstru¬ 
ation;  (2)  that  factors  other  than  the  presence  of  neg¬ 
lected  foreign  bodies  or  of  an  infected  ligature  must  be 
considered  in  the  causation  of  post-operative  abdominal 
fistulas;  (3)  that  in  considering  the  etiology  of  tubal 
gestation,  the  part  played  by  the  tubal  mucous  membrane 
must  be  considered. 


Dysmenorrhea. 

Extra-pelvic  Etiology.  The  extra-pelvic  or  general 
and  reflex  causes  of  dysmenorrhea  are  considered  by  J.  T. 
Schell.1  This  author  thinks  that  we  can  regard  the 
symptom  dysmenorrhea  as  a  neuralgia  located  in  the  pel¬ 
vic  organs,  and  when  we  remember  that  the  nervous  sup¬ 
ply  comes  from  the  second,  third  and  fourth  sacral  nerves ; 
that  the  sympathetic  fibers  come  from  the  branches  of  the 
aortic  plexus,  and  that  the  aortic  plexus  is  derived  from 
the  semilunar  ganglion  and  renal  plexus  on  each  side, 
the  genitalia  are  connected  by  no  remote  strands  with  the 
cerebrospinal  system  and  with  all  abdominal  viscera.  It 
is,  therefore,  easily  understood  how  no  great  disturbance 
of  the  nervous  system  can  occur  without  causing  some  cor¬ 
responding  disturbance  of  the  genitalia.  If  dysmenorrhea 
is  a  neuralgia,  a  review  of  what  are  considered  predis¬ 
posing  and  exciting  causes  of  neuralgia  in  other  parts  of 
the  body  might  throw  some  light  upon  this  subject. 

Schell  thinks  that  we  must  remember  the  susceptibility 
to  neuralgia  of  the  female  and  that  neurasthenia  and  hys¬ 
teria  are  manifested  locally  by  pelvic  pains,  especially  liable 
to  increase  during  menstruation.  Then,  normal  men¬ 
struation  depends  as  much  on  a  good  constitution  as  on 
a  healthy  state  of  the  pelvic  organs.  Clinical  evidence 


(1)  American  Medicine,  August  22,  1903. 
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points  to  the  conclusion  that  the  neurotic  feature  is  the 
only  one  in  many  cases,  and  that  it  is  manifested  to  a 
greater  or  less  extent  in  all.  Dysmenorrhea  is  too  often 
the  penalty  of  poor  inheritance,  defective  hygiene,  forced 
education,  and  false  stimulation  of  our  modern  and  arti¬ 
ficial  life.  Gout,  rheumatism,  anemia,  chlorosis  and  ma¬ 
laria  all  at  times  seem  to  have  an  etiologic  relation  to 
dysmenorrhea. 

Phimosis  of  Cervix.  A  case  of  severe  dysmenorrhea 

is  reported  by  Viannay1  as  being  caused  by  what  he  terms 
a  phimosis  of  the  cervix.  The  upper  part  of  the  vagina 
surrounded  the  cervix  like  a  prepuce,  tightly  compressing 
it,  and  above  the  constriction  was  the  usual  vaginal 
vault.  The  patient  was  a  36-vear  old  nullipara.  After 
incision  of  the  constricting  vaginal  wall  the  dysmenorrhea 
ceased.  Evidently  the  abnormality  was  of  congenital 
origin  and  caused  the  dysmenorrhea  by  tight  constriction 
of  the  turgescent  uterin  cervix. 

Etiology  of  Membranous  Dysmenorrhea.  The  eti¬ 
ology  of  exfoliative  endometritis  (membranous  dysmen¬ 
orrhea)  which,  up  to  the  present  time,  in  spite  of  ex¬ 
tended  research,  has  been  an  undecided  question  in  gyn¬ 
ecology,  has  new  light  thrown  upon  it  through  recent 
investigations  by  S.  Gottschalk.2  This  author  has  suc¬ 
ceeded  in  gaining  a  new  point  of  view  through  study  of 
a  striking  case  which  has  been  under  observation  for  a 
number  of  years.  His  unique  findings  consist  in  the  dis¬ 
covery  of  numerous  thromboses  in  the  venous  vessels  of 
the  mucous  membrane.  The  clots  were  recent,  organiza¬ 
tion  not  having  as  yet  been  set  up.  It  was  plain  to  see 
that  the  blood  vessels  were  completely  stopped  by  the  clots 
and  that  these  thromboses  grew  from  the  smaller  veins 
into  the  larger  contiguous  vessels.  The  interference  with 
the  blood  supply  was  so  extensive  that  there  must  be  in 
such  cases  a  strong  back  pressure  which  the  thin-walled 
vessels  could  hardly  stand.  The  loosening  of  the  muc¬ 
ous  membrane,  then,  evidently  takes  place  through  a 
hemorrhage  which  dissects  it  from  its  resting  place.  It  is 


(1)  Revue  de  gynecologic,  Volume  7,  No.  1. 

(2)  Deutsche  medicinische  Wochenschrift,  November  26,  1903. 
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clear  that  this  is  the  cause  since  in  the  region  of  the 
zone  of  division  there  is  found  a  strong  outpouring  of 
fresh  blood.  This  outflow  of  blood  into  the  tissues  is  of  a 
much  higher  grade  than  the  subepithelial  hemorrhage 
which  occurs  during  menstruation.  The  lumen  of  the 
glands  in  the  zone  of  division  are  all  filled  with  fresh 
blood. 

In  the  view  of  Gottschalk’s  specimen  Lohlein’s  theory  of 
the  exfoliation  being  due  to  hemorrhage  in  the  tissues  is 
not  to  be  doubted. 

The  cause  of  the  thrombotic  formations  is  not  to  be 
found,  according  to  the  histologic  appearances,  in  any 
diseases  of  the  vessel  walls.  It  seems  that  here  we  have 
to  do  with  stagnation  thrombosis,  which  has  for  its  usual 
cause  impaired  activity  of  the  heart.  In  favor  of  this 
cause  speaks  the  fact  that  the  patient  had  a  diffuse  low- 
grade  edema  of  the  lower  extremities  with  normal  urinarv 
findings.  Now  the  finding  of  a  recent  arterial  throm¬ 
bosis  in  a  vessel  with  normal  walls  speaks  for  a  weak 
circulation. 

Finally  the  results  of  therapy  witness  in  favor  of  the 
primary  cause  being  defective  circulation.  After  re¬ 
peated  curettements  of  the  uterus,  with  the  usual  cauteri¬ 
zation  following,  there  was  only  partial  improvement,  no 
cure  of  the  exfoliation.  But  a  cure  and  conception 
following  it  came  after  general  treatment  had  been  in¬ 
stituted  for  correction  of  the  heart  insufficiency.  Gym¬ 
nastics,  diet  and  hydrotherapy  were  all  used  as  means  of 
treatment. 

This  observation  of  a  thrombotic  cause  for  exfoliative 
endometritis  has  the  highest  practical  value,  thinks  Gott- 
schalk,  inasmuch  as  it  shows  the  inefficiency  of  the  curet¬ 
ting  which  is  usually  recommended  in  the  treatment  of 
this  disorder. 

(Note  Kollman’s  article  on  this  subject,  abstracted  in 
our  1902  Year  Book. — Ed.) 

Nasal  Dysmenorrhea.  The  interesting  subject  of  so- 
called  nasal  dysmenorrhea  has  had  more  light  thrown 
upon  it  by  experiments  performed  by  A.  Schiff.1  This 

(1)  Chrobak-Festschrift,  1003,  abstract  in  Zentralblatt  fur 
Gynakologie. 
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author  made  experiments  upon  dogs  and  used  for  the  pur¬ 
pose  the  kymograph,  which  registers  slight  contractions, 
too  fine  to  be  appreciated  by  the  eye.  The  result  was  ex¬ 
actly  set  forth  by  a  series  of  recorded  graphic  curves. 
The  author  states  that  from  these  exact  findings  he  can 
safely  state  that  in  all  dogs  whose  uterus  it  was  at  all 
possible  to  excite,  he  could  demonstrate  a  very  intense  re¬ 
flex  between  the  nose  and  the  uterus.  By  a  comparison  of 
the  effects  of  nasal  irritation,  with  the  influence  of  other 
even  stronger  stimulation,  it  was  evident  that  in  its  ef¬ 
fects  on  the  uterus  this  nasal  stimulation,  in  comparison, 
easily  outweighs  any  other. 

Thus  it  is  proved  that  a  strong  reflex  circuit  exists  be¬ 
tween  the  nose  and  the  uterus  in  dogs.  That  this  reflex 
effect  also  exists  in  the  human  being  is  evidenced  by  the 
clinical  results  of  nasal  treatment  for  dysmenorrhea. 
(See  our  previous  two  Year  Books.) 

The  subject  of  nasal  dysmenorrhea  is  written  upon  by 
E.  Opitz,1  wTho  explains  the  phenomenon  by  a  very  sus¬ 
ceptible  nervous  system,  through  which  a  reflex  runs  be¬ 
tween  the  region  of  the  tubercula  septi  of  the  nose  and  the 
sphincter  muscle  at  the  inner  os  of  the  uterus.  Opitz 
thinks  that  this  phenomenon  has  much  relationship  with 
the  well-known  fact  that  in  animals  odors  arouse  the 
sexual  sense.  Instances  have  been  recorded  where  the 
same  phenomenon  has  been  noted  in  human  beings. 

Medical  Treatment.  The  medical  treatment  of  dys¬ 
menorrhea  is  sketched  by  F.  C.  Hammond.2  This  author 
divides  his  subject  into:  (1)  the  prevention  of  the  at¬ 
tack,  (2)  the  treatment  of  the  attack,  and  (3)  the  treat¬ 
ment  between  attacks. 

1.  The  prevention  of  the  attack.  In  the  cases  de¬ 
pending  alone  upon  a  congestion  of  the  pelvic  viscera, 
pain  can  be  frequently  prevented  by  free  saline  purgation 
the  day  of,  or  the  day  previous  to,  the  appearance  of  the 
flow,  especially  when  obstinate  constipation  is  present. 

Hammond  calls  special  attention  to  one  drug  for  the 
prevention  of  dysmenorrhea,  namely,  tincture  of  gel- 
semium.  This  is  indicated  in  patients  in  whom  'a  phy- 


(1)  Berliner  klinische  Wochensckrift.  Sept.  14,  1903. 
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sical  pelvic  examination  fails  to  find  a  demonstrable  path¬ 
ologic  lesion.  Many  of  these  girls  belong  to  the  work¬ 
ing  class,  and  it  is  imperative  that  they  should  be  at  their 
post  of  duty.  In  this  type  of  dysmenorrhea  10  drops 
of  the  tincture  should  be  taken  3  times  daily,  begun  each 
month,  7  to  10  days  previous  to  the  beginning  of  the  flow. 
In  a  large  proportion  this  plan  of  treatment  will  afford 
absolute  or  marked  relief.  Hammond  states  that  he  has 
cured  2  patients  of  dysmenorrhea  by  prescribing  it  for 
two  months  in  succession,  and  in  one  case  there  was  no 
return  of  the  trouble  after  taking  it  but  one  period. 

Apiol,  cimicifuga  and  potassium  permanganate  are 
also  worthy  of  trial  for  preventing  dysmenorrhea ;  each  is 
to  be  begun  7  to  10  days  previous  to  the  expected  date 
of  the  flow. 

2.  The  treatment  of  the  attack.  All  cases  are  bene¬ 
fited  by  rest  during  the  period,  in  bed  if  necessary.  Hot 
vaginal  or  rectal  douches,  and  a  hot  water  bag  over  the 
abdomen  afford  a  certain  degree  of  relief. 

The  fixed  violent  boring  pains  due  to  small  intramural 
myomas  may  be  controlled  by  suppositories,  belladonna, 
hyoscyamin  or  antipyrin. 

When  the  pain  is  of  a  neuralgic  character,  phenacetin, 
antipyrin,  gelsemium,  cannabis  indica,  the  bromids, 
caffein,  sodium  benzoate  and  viburnum  prunifolium  alone 
or  in  suitable  combinations  are  indicated.  Diaphoresis 
should  be  encouraged. 

When  congestive,  with  or  without  malpositions  of  the 
uterus,  and  in  all  conditions  that  occasion  a  hyperemia  of 
the  uterus  and  its  ligaments,  warm  clothing,  especially 
over  the  abdomen,  and  hot  sitzbaths  should  be  ordered, 
free  purgation  with  salines,  and  local  depletion  of  the 
bloodvessels  by  copious  hot  vaginal  douches  in  the  recum¬ 
bent  posture.  The  medical  treatment  is  the  same  as  for 
the  neuralgic  and  as  detailed  below. 

When  inflammatory,  with  endometritis,  metritis,  para¬ 
metritis  and  perimetritis,  the  treatment  of  the  attack  is 
the  same  as  for  congestive  variety. 

In  addition  to  the  drugs  mentioned  the  tincture  of  pis- 
cidia  erythrina  may  be  used  to  advantage,  also  the  tincture 
of  hydrastis,  5  drops  every  2  hours. 
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Opium  should  be  employed  only  as  a  dernier  ressort. 
Its  routine  treatment,  frequently  in  the  form  of  chlor- 
odyn,  must  be  severely  condemned.  Alcohol  is  frequently 
of  marked  value,  but  is  to  be  used  with  discretion,  as  a 
series  of  cases  of  chronic  alcoholism  have  been  reported, 
due  to  the  routine  administration  of  whisky  for  dysmen¬ 
orrhea. 

Large  hot  flaxseed  poultices,  sprinkled  with  a  dessert¬ 
spoonful  of  laudanum,  may  be  applied  to  the  abdomen 
every  two  hours.  A  liniment  composed  of  the  fluid  ex¬ 
tracts  of  belladonna  and  hyoscyamus,  of  each  1  dram, 
and  camphor  liniment  q.s.  ad  3  ounces,  applied  to  the  ab¬ 
domen  frequently  affords  relief.  An  enema  of  2  drams  of 
the  infusion  of  valerian  to  1  pint  of  water  may  prove  of 
value. 

If  the  flow  is  not  abundant,  and  is  difficult,  hot  sitz- 
baths  to  which  mustard  has  been  added  are  useful;  or 
mustard  may  be  applied  to  the  anterior  abdominal  wall  in 
addition  to  the  above  medicinal  treatment. 

When  the  dysmenorrhea  is  due  to  a  vasomotor  spasm, 
nitroglycerin,  gr.  1-100,  repeated  in  an  hour  if  necessary, 
will  usually  afford  immediate  relief.  This  drug  is  use¬ 
less  if  employed  other  than  is  here  indicated. 

Herman  has  observed  that  guaiacum  has  afforded  re¬ 
lief  in  some  cases  of  dysmenorrhea;  he  does  not  know 
how  it  acts,  or  how  to  pick  out  the  cases  in  which  it  cures. 

The  cocain  nasal  treatment  of  dysmenorrhea,  which  we 
gave  in  detail  in  our  last  Year  Book,  Hammond  gives  con¬ 
siderable  space  to. 

When  the  ordinary  methods  employed  to  relieve  dys¬ 
menorrhea  prove  unavailing  and  a  careful  physical  exam¬ 
ination  shows  a  normal  condition  of  the  pelvic  viscera, 
and  the  pain  is  localized  in  the  lower  right  quadrant 
of  the  abdomen,  similar  to  that  of  appendicitis,  one  must 
bear  in  mind  the  probability  of  an  associated  appendi¬ 
ceal  condition,  not  a  true  appendicitis,  but  an  appendiceal 
colic,  caused  no  doubt  by  the  pelvic  congestion  which  al¬ 
ways  accompanies  each  menstruation.  These  patients  are 
relieved  only  by  removing  the  vermiform  appendix.  A 
number  of  cases  of  this  appendiceal  dysmenorrhea  have 
been  reported  as  cured  by  operation. 
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3.  Treatment  between  the  attacks.  The  general  health 
should  be  promoted  by  tonics,  proper  exercise,  baths,  suit¬ 
ably  adjusted  clothing  and  attention  to  the  bowels.  When 
a  lack  of  tone  of  the  uterin  muscles  exists  strychnin 
sulf.  gr.  1-32  t.  i.  d.  or  tincture  of  hydrastis  t.  i.  d  may 
be  given  in  the  free  interval 

Pelvic  congestion  should  be  depleted  by  local  treatment, 
by  the  use  of  the  tampon,  antiseptic  and  astringent  appli¬ 
cations,  vaginal  douching,  high  rectal  injections,  pelvic 
massage,  local  bloodletting,  atmocausis  and  the  pessary 

Lycette,  of  Wolverhampton,  considers  that  in  the  ab¬ 
sence  of  local  cause  it  is  important  to  investigate  the  past 
and  family  history  of  the  patient. 

In  the  rheumatic  diathesis  he  has  found  the  adminis¬ 
tration  of  black  cohosh  and  allied  remedies  advantageous. 

Intrauterine  medication  is  not  to  be  recommended,  ex¬ 
cepting  for  membranous  dysmenorrhea,  and  should  con¬ 
sist  of  the  local  applications  of  iodin  and  carbolic  acid 
and  the  like,  in  addition  to  the  internal  administration  of 
iodid  of  potassium  or  arsenic. 

Electricity  has  its  advocates  and  opponents. 

In  all  cases  in  which  there  is  a  demonstrable  pelvic 
lesion,  medical  treatment  is  only  palliative;  surgical 
measures  are  necessary  to  effect  a  cure. 

Potassium  Permanganate  Treatment.  Attention  is 
drawn  in  an  interesting  article  by  William  Stephenson1 
to  a  class  of  cases  of  menstrual  suffering  which  is  re¬ 
lieved  by  potassium  permanganate  and  probably  caused 
by  a  pathologic  disturbance  of  the  balance  which  is  nor¬ 
mally  maintained  between  the  arterial  and  venous  systems. 
There  has  been  abundant  evidence  that  manganese  pos¬ 
sesses  special  therapeutic  properties  in  these  cases,  but 
little  has  been  known  of  its  action.  Stephenson  has  at¬ 
tempted  to  get  some  light  upon  that  subject. 

Just  as  in  chlorosis  there  is  a  constitutional  disturbance 
in  blood  formation,  so  in  another  corresponding  type  of 
disorder  the  defect  lies  in  the  blood  vessels  and  princi¬ 
pally  in  the  capillaries  and  nervous  system.  The  condi¬ 
tion  is  readily  to  be  recognized  by  the  color  of  the  hands, 


(1)  Scottish  Medical  and  Surgical  Journal,  .Tan.  and  Feb.,  1903. 
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which  are  of  a  dull  red  and  are  generally  cold,  in  the  lat¬ 
ter  condition  assuming  a  purplish  tint.  In  the  full  de¬ 
velopment  of  the  condition,  when  the  health  is  impaired, 
the  color  of  the  face  is  often  high,  assuming  a  dull,  not  a 
bright  red,  often  flushed,  full  and  swollen.  The  patients 
complain  of  being  depressed,  heavy  all  over,  with  loss  of 
energy,  and  a  tendency  to  fall  asleep  if  remaining  quiet. 
The  menstrual  function  is  liable  to  be  deranged,  even 
when  the  health  is  otherwise  good.  In  some  the  flow  is 
diminished,  in  others  increased.  The  period  is  always 
accompanied  by  pain,  varying  in  position  and  character : 
the  heaviness  and  lack  of  energy  increased  as  the 
period  approaches  and  diminished  after.  As  the 
menstrual  suffering  increases  or  the  health  is  im¬ 
paired  the  venous  distention  may  show  itself  in  the 
legs.  Before  a  period  they  become  full,  heavy,  dragging, 
the  veins  stand  out  more,  and  finally  in  some  - they  be¬ 
come  varicose.  Frequently,  also,  such  patients  suffer 
from  headaches,  which  are  strictly  associated  in  time  with 
the  periods,  and  might  afterwards  occur  in  the  intervals. 
In  all  the  cases  illustrating  these  features  very  striking 
and  permanent  results  were  obtained  from  the  use  of 
permanganate.  The  tendency  to  undue  fullness  of  the 
venous  system  disappeared,  and  with  it  the  various  forms 
of  menstrual  suffering,  as  well  as  the  general  feeling  of 
dullness,  heaviness  and  loss  of  energy.  The  usual  expres¬ 
sion  of  the  patient  was,  “I  feel  lighter  all  over  and  have 
no  pain  to  speak  of.”  In  the  class  of  cases  under  review 
the  distress  was  evidently  due  to  a  loss  of  the  normal  bal¬ 
ance  between  the  arterial  and  venous  systems.  There  were 
rhythmic  vascular  changes  in  the  mensal  cycle.  In  the 
premenstrual  week  there  was  a .  rise  in  the  temperature 
of  the  body  and  in  the  arterial  blood  pressure.  Menstrua¬ 
tion,  however,  did  not  occur  till  three  or  four  days  after 
these  had  begun  to  fall.  Now  this  corresponds  in  time 
with  the  gradually  increasing  fullness  in  the  veins  in  the 
legs  two  to  three  days  before  and  on  the  first  day.  The 
time  corresponds  also,  with  the  period  of  pelvic  suffering. 

Stephenson  reports  6  cases  apparently  cured  of  their 
menstrual  disorder  by  taking  potassium  permanganate. 
These  cases  were  of  the  type  of  constitution  above  cle- 
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scribed.  While  it  may  not  always  be  possible  to  make 
the  diagnosis  beforehand,  the  effect  of  potassium  perman¬ 
ganate  is  a  valuable  diagnostic  aid.  It  may  at  times  fail, 
but  that  is  what  makes  it  diagnostic.  The  rapidity  of  its 
effect  is  sometimes  surprising.  Yet  it  must  be  noted  that 
it  is  often  long  before  the  effect  becomes  permanent. 
Several  of  the  cases  illustrate  the  bad  effects  from  stoo¬ 
ping  the  remedy  too  soon,  and  how  it  took  five,  six  and 
seven  months  before  the  beneficial  effect  was  fully  secured. 
It  is  a  mistake  to  prescribe  it  as  if  it  were  an  emmena- 
gogue — a  day  or  two  only  before  an  expected  period. 

Thyroid  Extract  Treatment.  The  use  of  thyroid  ex¬ 
tract  in  dysmenorrhea  is  reported  by  J.  C.  Stinson.1.  After 
mentioning  the  long  list  of  remedies  which  have  been  used 
for  this  purpose  and  especially  dwelling  on  the  abuse  of 
opium  in  cases  of  dysmenorrhea,  he  records  the  beneficial 
effects  which  he  claims  to  have  had  in  80  per  cent  of  his 
cases  from  the  use  of  thyroid  extract.  Stinson  maintains 
that  the  thyroid  lessens  the  blood  supply  to  the  pelvic- 
viscera  and  acts  as  a  uterine  and  ovarian  anodyne  and 
sedative  by  directly  influencing  locally  the  nerves  in¬ 
volved. 

Stinson  made  his  discovery  of  this  effect  of  thyroid  ex¬ 
tract  while  treating  a  patient,  who  was  subject  to  dys¬ 
menorrhea,  for  obesity.  Complete  relief  was  obtained  bv 
the  administration  of  thyroidin,  1  grain,  3  times  a  day, 
given  for  2  days  before  menstruation  and  increased  to  2 
grains  3  times  a  day  during  menstruation.  The  drug 
administered  in  this  way  is  not  taken  long  enough  at  a 
time  to  produce  untoward  symptoms. 

During  the  intervals  constitutional  and  local  treatment 
may  be  required.  This  implies  correction  of  all  defective 
hygienic  conditions,  greatest  care  in  diet,  bathing,  dress, 
exercise  and  mental  exertion,  and  regulation  of  the  bow¬ 
els.  Moderate  sexual  intercourse  has  a  favorable  influ¬ 
ence.  Pregnancy  and  childbirth  often  cure  the  disease. 
Reduced  iron  one-half  grain,  arsenic  one-sixtieth  grain, 
strychnia  one-sixtieth  grain,  gentian  one-quarter  grain, 
and  cascara  one-half  grain  in  pill  or  capsule,  taken  three 


(1)  The  American  Practitioner  and  News,  March  1,  1903. 
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times  daily  or  more  frequently,  is  of  value  in  the  anemic. 
The  general  nutrition  should  be  improved  by  malt  extract 
and  a  full  diet.  All  excitement,  both  local  and  general, 
as  well  as  excessive  sexual  intercourse,  dancing,  and  the 
prolonged  use  of  the  sewing  machine  should  be  avoided. 
All  pathologic  lesions  of  the  uterus,  adnexa,  and  vicinitv 
should  be  remedied  by  proper  medical  and  surgical  treat¬ 
ment.  Any  disturbances  of  digestion  and  excretions 
should  receive  appropriate  diet  and  treatment.  If  during 
the  interval  there  is  pain  (neuralgic)  in  the  uterus  or 
adnexa,  Stinson  finds  that  thyroidin,  1  to  2  grains,  ad¬ 
ministered  twice  or  thrice  a  day,  acts  splendidly  in  re¬ 
lieving  pain  without  producing  any  untoward  symptoms. 
Cases  not  relieved  by  thyroid  or  other  medical  treatment 
should  be  subjected  to  surgical  operation,  i.  e.,  thorough 
dilatation  of  the  cervix  uteri  and  whatever  other  additional 
operations  are  required. 

Resection  of  Ovarian  Nerves.  The  treatment  of  ovar¬ 
ian  dysmenorrhea  by  a  new  operation  is  recorded  by  Nor¬ 
man  Kerr.1  This  operation  consists  of  excision  of  the 
nerve  supply  of  the  ovary.  With  the  nerves  is  taken  a 
section  of  the  ovarian  vessels.  The  infundibulo-pelvic  liga¬ 
ment  is  slit  parallel  to  the  vessls  and  the  areolar  tissue 
♦stripped  from  the  under  surface  of  the  peritoneum.  A 
ligature  is  applied  at  the  brim  of  the  vessels,  including 
the  loose  tissue  which  has  been  stripped  off.  An  inch  or 
so  toward  the  ovary  another  ligature  is  placed  about  the 
vessels  and  the  areolar  tissue.  Then  the  part  between  the 
ligatures  is  excised  and  the  peritoneal  surface  is  restord 
above.  Entire  freedom  from  dysmenorrhea  after  the  oper¬ 
ation  Kerr  reports  in  one  case  where  the  ailment  was 
chronic  and  severe. 


Sterility. 

Cause  of  Sterility.  The  diagnosis  of  the  cause  of 
sterility  falling  often  to  the  lot  of  the  gynecologist,  J. 
Balin2  has  made  one  feature  of  it  a  careful  study.  In 


(1)  Illinois  Medical  Journal,  December,  1903. 

(2)  Author’s  report  in  Zentralblatt  fur  Gynhkologie,  June  27, 
1903. 
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200  cases  of  unfruitful  marriage,  where  lie  thoroughly  ex¬ 
amined  the  woman,  he  also  undertook  microscopic  exam¬ 
ination  of  the  semen.  He  found  among  the  men  73  cases 
entirely  lacking  in  spermatozoa  and  19  cases  where  the 
spermatozoa  were  either  very  few  or  wanting  in  vitality. 
From  these  and  other  figures  obtained  by  Balin  from  his 
practice,  he  concludes  that : 

1.  In  36  per  cent  the  entire  blame  and  in  19  per  cent 
at  least  partial  blame  for  sterility  after  marriage  should 
rest  upon  the  husband. 

2.  Of  the  men  who  are  absolutely  wanting  in  sperma¬ 
tozoa,  63  per  cent  have  to  thank  for  this  condition  the 
gonorrhea  which  they  had  acquired  before  marriage. 

3.  In  more  than  half  the  cases  of  sterility  the  husband 
had  been  infected  by  gonorrhea  before  his  marriage. 

4.  Finally,  it  is  thus  justifiable  to  accuse  latent  gon¬ 
orrhea  in  the  husband  as  the  most  frequent  of  all  causes 
for  sterility. 
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Abdominal  cavity,  lighting  of, 
51. 

Abdominal  hysterectomy,  meth¬ 
ods,  71. 

Abdominal  operative'  wound, 
after-treatment  of,  47. 

Abscess,  suburethral,  67. 

Absence  of  urethro-vaginal 
wall,  147. 

Adhesions  of  uterus,  68. 

Adnexa,  disease  of,  with  my¬ 
oma,  120. 

Adnexal  disease,  vaginal  sec¬ 
tion  for,  83. 

After-treatment  of  abdominal 
wound,  47. 

Andrews,  F.  T.,  74. 

Anesthesia  for  gynecologic  op¬ 
erations,  33;  local,  34. 

Antiseptic  Douching,  danger 
of,  26. 

Appendicitis,  and  gynecology, 
relations  of,  89;  and  retro¬ 
version  of  uterus,  185;  oper¬ 
ation  for,  186. 

Arteries,  ligation  of,  for  carci¬ 
noma  of  uterus,  142. 

Ascites  with  myoma,  122. 

Atmocausis,  18. 

Baldy,  J.  M.,  186. 

Balin,  J.,  208. 

Bauby,  105. 

Bauchet,  V.,  146. 

Beni-Barde,  19. 

Berard,  10. 

Beyea,  H.  D.,  9,  35. 

Bifid  uterus,  146. 

Bisection  of  uterus  for  myo¬ 
mectomy,  128. 

Bishop,  E.  S„  173. 

Bland,  P.  B.,  198. 


Bland-Sutton,  J.,  125. 

Bloodless  surgery  in  gynecol¬ 
ogy,  26. 

Bluhm,  Agnes,  107. 

Boldt,  H.  G.,  84. 

Boursier,  A.,  108. 

Breathing  in  Trendelenberg 
position,  46. 

Broad  ligaments,  shortening 
for  retroversion,  192. 

Brothers,  A.,  76. 

Burtenshaw,  T.  H.,  166. 

Byford,  H.  T.,  197. 

Calcification  of  ovary,  106. 

Calculus  of  ureter,  97. 

Carcinoma  of  uterus,  lymphat¬ 
ics  in,  135 ;  removal  of,  136 ; 
operation  for,  137;  wounding 
of  ureter  in  removal  of,  138; 
cautery  for  treatment,  141 ; 
ligation  of  arteries  for  palli¬ 
ation  of,  142 ;  cautery  for 
palliative  treatment  of,  143. 
of  vulva,  101;  of  urethra, 
102. 

Carstens,  J.  H.,  187. 

Castan,  105. 

Cautery  treatment  of  cancer, 
141;  Byrne’s  method,  141; 
for  palliative  treatment,  143. 

Cervical  myoma,  125. 

Cervix,  anterior  incision  of,  for 
myomectomy,  131 ;  phimosis 
of,  200;  repair  of,  166;  per¬ 
manent  effects  of,  167 ;  indi¬ 
cations  for,  168. 

Chapman  stem-pessary  for  re¬ 
troversion,  187. 

Chase,  W.  B.,  143. 

Circulation,  disturbances  of, 
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relation  to  dvsmenorrhea, 
205. 

Coe,  H.  C.,  88. 

Conditions,  ideal,  for  operation, 
35. 

Conservative  methods  for  pel¬ 
vic  infections,  79;  statistics 
of,  81. 

Craig,  D.  H.,  167. 

Cramer,  H.,  20. 

Cullen,  T.  S.,  123. 

Curettage,  dangers  of,  14; 
technic  ef,  15. 

Currier,  A.  H.,  86. 

Cystic  bladder  resembling  ovar¬ 
ian  cyst,  108. 

Cystic  kidneys  resembling 
ovarian  cysts,  107. 

Cyst,  hemorrhagic  ovarian, 
105. 

Cystitis,  etiology  and  treat¬ 
ment  of,  90. 

Cystoscopic  position,  92. 

Cysts,  peritoneal,  of  Fallopian 
tubes,  105. 

Daniel,  C.,  120. 

Delore,  122. 

Descos,  10. 

Diabetics,  operations  on,  39. 

Dickson  T.  G.,  105. 

Diet  for  gynecologic  patients, 
31. 

Dilating  trocar,  50. 

Doderlein,  A.,  43. 

Doran,  A.  H.  G.,  110. 

Dorland,  W.  A.  N.,  62. 

Douche,  plantar,  19;  vaginal, 

21,  22. 

Drainage  after  laparotomy,  41. 

Drainage,  vaginal,  43;  danger 
of,  26. 

Dudley,  A.  P.,  81. 

Dudley,  E.  C.,  128,  131,  138, 
147, ‘  151,  169,  193. 

Dudley’s  modification  of 
Schroeder’s  operation,  169. 

Dysmenorrhea,  extra-pelvic  eti¬ 
ology  of,  199;  membranous, 
200;  thromboses  in,  200;  na¬ 
sal,  201;  medical  treatment 
of,  202;  gelsemium  for,  202; 


potassium  permanganate  for, 
203,  205;  thyroid  extract 

for,  207;  resection  of  ovar¬ 
ian  nerves  for,  208. 

Emanuel,  R.,  103. 

Emerson,  N.  W.,  127. 

Endometritis,  exfoliative,  200; 
thromboses  in,  200. 

Endometrium  in  myoma,  123. 

Enormous  myoma,  i24. 

Errors  of  sex,  146. 

Examination,  gynecologic,  8; 
rectal,  8;  position  for,  9. 

Extra-pelvic  etiology  of  dys¬ 
menorrhea,  199. 

Fallopian  tubes,  peritoneal 
cysts  of,  105;  syphilis  of, 
105. 

Eehling,  43. 

Female  genitalia,  tuberculosis 
of,  53,  55. 

Findley,  P.,  143. 

Fistula,  vesico-vaginal,  opera¬ 
tion  for,  172. 

Flatau,  S.,  34. 

Ford,  W.  E.,  57. 

Foreign  bodies  left  in  abdo¬ 
men,  39. 

Fortun,  E.,  108. 

Fraenkel,  L.,  50. 

Franz,  K.,  46. 

Frommer,  V.,  34,  51. 

Fuchs,  19,  33. 

Fiith,  H.,  39. 

Gallant,  A.  E.,  188. 

Garceau,  E.,  92. 

Garr&,  149. 

Gastric  and  uterin  disorders, 
relations  between,  10,  11. 

Gelsemium  for  dysmenorrhea, 

202. 

Gilliam  operation  for  ventro- 
suspension  of  uterus,  195. 

Gilmore,  R.  T.,  12. 

Goelet,  A.  H.,  57. 

Goffe,  J.  R.,  126. 

Goldspohn,  A.,  43. 

Gonorrhea  of  male  as  cause  of 
sterility,  209;  in  women,  57; 
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treatment  of,  60;  of  vagina, 
61. 

Gottschalk,  125,  200. 

Grafting,  ovarian,  48. 
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Hemorrhagic  cvst  of  ovarv, 
105. 

Hermaphroditism,  146,  149; 

true,  149. 
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Holder  for  intestines  during 
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Hough,  G.  N.,  26. 

Hydatiform  mole,  143. 
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147. 

Hydrotherapy  for  hemorrhage, 
19. 
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methods  of,  71. 

Ileus,  post-operative,  119. 
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International  Medical  Maga¬ 
zine,  inquiry  of  into  gonor¬ 
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Laceration  of  cervix,  signifi¬ 
cance  of,  166. 
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Leriche,  122. 
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eased  adnexa,  120;  hemor¬ 
rhage  from,  121 ;  ascites  with, 
122;  endometrium  in,  123; 
iodipin  treatment  of,  134; 
uterin,  110;  of  broad  liga¬ 
ment,  112;  absorption  of, 
115;  necrosis  of,  115. 

Myomectomy,  anterior  incision 
of  cervix  for,  131 ;  manage¬ 
ment  of  capsule  in,  117 ; 
drainage  in,  119;  permanent 
results  of,  127 ;  purse-string 
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dysmenorrhea,  208. 
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clinical  results  of,  108. 
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109;  with  myomectomy,  114. 
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188;  shape  of,  189;  introduc¬ 
tion  of,  189;  precautions  in, 
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nent  effects  of,  167;  indica¬ 
tions  for,  168. 
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Resection  of  ovarian  nerves 
for  dysmenorrhea,  208. 

Results  of  conservative  ovar¬ 
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liam  operation  for. 

Retro-displacement  of  uterus, 
189;  operations  for,  190. 

Retroflexion  of  uterus,  181; 
importance  of,  181;  symp¬ 
toms  of,  181,  182;  treatment 
of,  182,  186;  pessary  for, 
183,  185,  186,  187;  vaginal 
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restoring,  177. 
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Sauer,  H.  E.,  113. 
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Schroeder  ’s  operation  modi¬ 
fied  by  Dudley,  169. 

Schiicking,  A.,  194. 
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Shaw-Mackenzie,  J.  A.,  134. 

Shoemaker,  G.  E.,  141. 
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of,  63;  treatment,  65. 

Slocum,  H.  A.,  192. 

Small,  W.  B.,  57,  61. 

Smith,  62. 

Spiegel,  S.,  51. 

►Speculum,  self-holding,  51. 
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Statistics  of  salpingitis,  74. 

Stinson,  J.  C.,  207. 

Stem-pessary  for  retroversion, 
187. 

Stephenson,  W.,  205. 

Sterility,  cause  of,  208;  gonor¬ 
rhea  as  cause,  209. 

Stone,  I.  S.,  87. 

Stricture  of  ureter,  96,  98. 

Suburethral  abscess,  67. 

Suppuration,  pelvic,  treatment 
of,  76. 

Suprarenal  gland,  uses  of  in 
gynecology,  20. 

Suspensio  uteri,  Dudley’s  meth¬ 
od  of,  193;  Gilliam  operation 
for,  195. 

Suture,  purse-string,  in  my- 
omectomv,  128. 

Targett,  J.  H.,  55. 

Theilhaber,  A.,  31,  121. 
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Thyroid  extract  for  dysmenor¬ 
rhea,  207. 
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sue,  49. 

Treatment  of  gonorrhea,  60:  of 
gonorrheal  vaginitis,  62. 

Trendelenberg  position,  45 ; 
breathing  in,  46. 

Trimethylamin,  7. 

Trocar,  dilating,  50. 

True  hermaphrodite,  case  of  a, 
149. 
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Tuberculosis  of  genitalia  and 
peritoneum,  53.  55 ;  of  ureter. 
98. 

Tumors,  vaginal  operation  for, 
134. 

Undescended  ovary  developing 
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Ureter,  wounding  of  in  hyster¬ 
ectomy,  138. 

Uretero-cystostomy,  138. 

Ureters,  fibrous  stricture  of, 
96 ;  partial  obstruction  ?of, 


216 


INDEX. 


96;  calculous  obstruction  of, 
97 ;  complete  stricture  of, 
98;  tuberculosis  of,  98;  in¬ 
flammation  of,  92 ;  treatment, 
94. 

Urethra,  carcinoma  of,  102. 

Urethra,  labia  of,  inflammation 
of,  63. 

Urethroplasty,  147. 

Uterin  infection,  treatment  of, 
73. 

Uterin  peritoneal  adhesions,  68. 

Uterus;  bifid,  146;  bisection  of, 
128;  displacements  of,  vagi¬ 
nal  section  in  correcting,  196; 
Byford ’s  shortening  round 
ligaments  for,  197 ;  myoma 
of,  110;  prolapse  of,  etiology 
and  treatment,  173;  ligaments 
in,  174;  operation  on  saero- 
uterin  ligaments  for,  177 ;  re¬ 
moval  of  in  cases  of  pyosal- 
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new  operation  for,  192;  vagi¬ 
nal  operation  for,  194;  retro¬ 
flexion  of,  clinical  importance 
of,  181;  subjective  symptoms 
of,  182;  treatment  of,  182, 
186;  pessary  for,  183,  185, 
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for,  194;  suspension  of,  Dud¬ 
ley’s  method,  193;  Gilliam  op¬ 
eration  for,  195. 
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Vaginal  operations  without  an¬ 
esthesia,  34. 
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recting  displacements,  196. 
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ment  of,  62. 
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